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ABSTRACT

This study addresses the feasibility of allowing dependents of
active duty members, retiree families and survivor families to
select a health care program other than that provided in uniformed
service facilities or under CHAMPUS. This report compares the
group who would prefer an alternative to the present plan with
those who do not so as to determine what factors are similar
between each group and what factors are dissimilar.
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PREFACE

In the recent period of fiscal constraints and physician shortages
the medical services of the Army, Navy and Air Force have faced many
challenges. Through it all the managers and personnel of the Military
Health Services System (MHSS) have tightened their belts and continued
to provide the highest quality of care to the beneficiaries they serve.
It has been in the continuing review of the !HSS management processes.

Various innovative alternative forms of the military health care
benefit continue to be advanced to the management of the MHSS. The
purpose of these proposals has been to relieve the tension between
resource constraints and steadily growing beneficiary demand. This
study was designed to provide and illustrate a methodology to examine
the affect on the beneficiaries of those proposals.

Many people provided the assistance necessary to complete this
work. However, without Lieutenant Colonel C. J. Schumaker's firm
guidance, endless patience and technical expertise. I would still
be in the bottomless morass of the data. As Director of the Health
Studies Task Force, and as my preceptor, 'Shuev's" direction has
ensured the completion of this effort.

Colonel John E. Murphy, USA and his successor, Colonel Jon N.
Harris, USA have also greatly assisted this study by making available
all of the resources necessary to complete this paper.

A special thank you is also in order to Ms. Jean E. Burton and
Ms. Dale Shaw whose typing and organizational skills have put my
scribblings into readable form.

Stephen W. Porter
Captain, USAF, MSC

Administrative Resident
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CHAPTER I

INTRODUCTION

The Military Health Services System is one of the largest employer-owned

and operated health benefit systems in the United States. As such, it pre-

sents a unique mixture of issues concerning not only the delivery of

services, but also the fitness of that delivery system in the compensation

package. The problems of rising costs, physician shortage/mal-distribution

and rising consumer expectations found in the civilian sector have also

seriously affected military medicine. The Military Health Service System

(ISS), not unlike the civilian sector, finds itself in a position of not

being able to provide all that is demanded of it. Such an inability is

serious in the second most important benefit in the military compensation

package. _ / This is a sensitive problem in an era of the all-volunteer

force when the military must compete in the open market for necessary manpower.

Recent changes in health benefit packages in both industry and govern-

ment have led military personnel to reconsider their perceptions of their

health care benefit. In light of these developpents the Department of Defense

Lias begun to explore the feasibility of alt~rnative methods of providing that

health benefit. This study will examine the characteristics of those personnel

1/ Third Quadrennial Review of Military Compknsation, Staff Studies. Vol. III,
pp. 22-23.
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who indicate they would prefer r T. Licipate in a commercial insurance-

like alernat4,: to the present MHSSo

A brief description of the HHSS and the beneficiaries it serves follows.

The four major components of the MHSS are: the Medical Departments of

the Army; the Navyv (which also provides health services support to the

Marine Corps); the Air Force; and the Office of Civilian Health and Medical

Program of the Uniformed Services (CHAMPUS). Each medical department is

directed by a Surgeon General, who is the principal advisor to his respective

Service Secretary and Service Chief of Staff on all health matters. Each

Surgeon General exercises technical guidance and/or command authority over

all activities of his medical department. The role of the Surgeons General

in resource management give them wide-range influence over health services-

related activities within their departments.

The fourth major component of the miSS, CHBALPUS, is a field office of

the Secretary of Defense. The Assistant Secretary of Defense (ilealth Affairs

(OSD(HA)) is responsible for development, coordination and evaluation of

DOD policies and programs related to health services activities (with the

exception of research, development, test and evaluation) within the Mili-

tary Departments.

In addition to activities within its own service, each Military Depart-

ment participates in tri-service activities which support the military

direct care system. These activities are jointly staffed and are utilized

by more than one service. Examples of such activities include: The Armed
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Forces institute of Pathology: the Military Blood Progra. Office: and

the Defense Medical Materiel Board.

The primary objective of the !MSS is the maintenance of the military force

in a physically and mentally combat-ready status. Other objectives are:

- The assurance of the timely availability of trained manpower and other

health resources required to support combat mobilization and contin-

gency plans of the armed services.

- The provision of health care as part of the military pay benefit.

- T'he maintenance of these functions as effectively and efficiently as

possible within the constraints of assigned missions and responsibili-
2/

ties. -

To achieve these objectives the uniformed services operates 168 hospitals

and 307 freestanding clinics that have 19,550 operating beds. During the

fiscal year (FY) ending 30 September 197S there were 911,000 admissions and

46,450,000 outpatient visits provided to beneficiaries at a total cost of

S3.9 billion. There are 107,000 personnel assigned to the system of whom

about 11,000 are physicians. -
/

Direct comparison with similar figures from the civilian sector is diffi-

cult because the MHSS is designed to provide all the health care necessary

to support the various communities it serves. Besides inpatient and out-

patient care, a base or post-hospital provides:

2/ Summarized from Report of Military Health Care Study. Department of
Defense, Department of Health, Education and Welfare, and Office of
Management and Budget, Dec 75, pp. 14-16.

3/ Vernon McKenzie. Principal Deputy Assistant Secretary of Defense (HA).
Testimony before the Subcommittee on Military Comnensation of the Committee
on Armed Services, U. S. House of Representatives, 23 aay 1979.



Dental care to some community members.

Occupational health services to all employees of the installation.

Infectious disease and vector control programs.

Water purity and affluent testing for the installation itself.

The primary objective of the MHSS is the maintenance of the military

force in a physically and mentally combat-ready status. Other objectives are:

- Small animal clinics, especially for zoonotic diseases.

- Inspection for wholesomeness of food sold on the military installation.

- Inspection of all food preparation on the military installation.

In a military setting the hospital is responsible for functions usually

performed by the Federal Aviation Administration (FAA), U. S. Department of

Agriculture (USDA), Public Health Service (PHS), State and county health

departments. Office of Safety and Health Administration (OSHA), private

practitioners, dentists, and the county hospital.

Beneficiaries of the MHSS include several categories of beneficiaries.

The largest ones are:

- Active duty personnel (includes Army, Navy, Marines, Air Force, Public

Health Service and others).

- Dependents of active duty personnel.

- Retired service members.

- Dependents of retirees.

- Dependents of personnel who died while on active duty.

- Dependents of deceased retired personnel.
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The two categories of dependents of deceased personnel are usually con-

sidered together under the title of survivors.

4/

The MHSS serves about 9.5 million beneficiaries. There are 2.0 million -

active duty personnel -- 1.4 million in the United States. 400,000 overseas

and 200,000 afloat. These active duty personnel have 2.9 million 1 / depen-

dents of whom 300,000 are overseas. Approximately 1.2 million ± / men and

women draw either disability or non-disability pensions and are eligible for

7/
care in MHSS. An additional 3.1 million - people are dependents of retirees

and are likewise eligible for care. And the approximately 350.000 - / who are

survivors of active duty and retired personnel are also beneficiaries. In

addition, occupational health programs are provided to an employer with 1.1

million q/ civilian employees.

Differing beneficiary classes have differing entitlements to services

within the MRSS. - Active duty personnel are entitled to complete medical

and dental care from military facilities. il All other classes of bene-

ficiaries may receive medical care in military facilities only when space

4/ Selected Manpower Statistics, p. 49.

5/ Ibid., p. 148.

6/ Ibid., p. 155.

7/ Derived from Ibid., p. 155 and Danny Cook, Demogr .iic Data of Military
Beneficiaries: 1978, p. 17.

8/ Report of the Military Health Care Study. p. 25.

9/ Selected Manpower Statistics, p. 9.

10/ Title 10, USC, Para. 1076 and 1078.

ill If active duty nersonnel receive care from civilian sources, the bills
are paid by the nearest uniformed services facility.



and staff are available. if space or a particular service is not avai:able

in military facilities. other classes of beneficiaries must seel' care fror

civilian sources or other military facilities. Care fror civilian sources

.or all beneficiaries other than active duty personnel comes under the

CHA 2US program.

Dental care is more restricted. Active duty personnel are entitled to

full care. Retirees may receive care, if space is available. Dependents

of retirees and active duty personnel and survivors may receive only

emergency care. Routine care for the last three classes is not authorized

unless they are overseas or are in one of the approximately 100 areas in

the United States. which have been designated as "remote areas," because

adequate dental care is not available in the civilian sector. CHAMUS

will pay for dental care only when it is an adjunct to medical care.

CHAYUS is a United States government financial mechanism which partiallv

reimburses beneficiaries cr the providers for health care services received

from civilian sources. It was designed to supplement care available in

uriformed services facilities. CYLA-TUS orovides extensive coverage of both

inpatient and outpatient medical care. In addition, there is a special

program of non-medical rehabilitative benefits for the Dbvsical!l handi-

capped and mentally retarded who are spouses or children of active duty

personnel. Dental care under CHA MPUS is limited by law to that recuired

es a necessary adjunct to medical or surgical treatment. At age 65 any

beneficiarv, other than an active duty dependent, who is entitled to hoszital

benefits under Title XVIII of the Social Security Act ('Medicare). loses

his CHAMPUS eligibility.



The prograr,'s cost-sharing features as of October 1. 1979 are summarized

in Table 1-i.

TABLE 1-1

CH.A%_LVS COST-SRARING PROVISIONS

INPATI ENT OUTPATI ENT

Active Duty Dependents

The beneficiaries pay $5.00 The family pays first $50.00

per day or $25.00 admission, per person each year --

whichever is greater. up to $100.00 per family --

plus.

20 of additional charges.

Retirees, Their Denendents, Survivors

The beneficiaries pay 25% The family oays first S50.00

of a12 charges. per person each year --

up to $100.90 per family --

plus.

25' of additional charges.



STATE.ENT OF THE PROBLEM

That health care is part of the military compensation nackage has long

beer. accepted. However, the ramifications of that acceptance have not beern

ex7licit1v spelled-out or widely recognized.

"Health care tends to be viewed by the managers of the syster
no: as a guaranteed benefit at some specified level but as a
serendipitous by-product of a health care establishment that
exists to maintain the health of the Active Duty force and to
provide wartime support. Military beneficiaries, on the other
hand, have come to expect a guaranteed benefit. The divergency
cf these two philosoohies appears tc exrlain much of the frus-
trated expectations and dissatisfaction." 12'

This comment fron tne Defense Resource Management Study best summarizes

the confusion facing the health benefits issue today.

The era of all-vclunteer force and its recent problems in recruiting and

retention have draw attentiorn to an important compensation area. Perceptions

abcut t-at -acikage have changed to the noint that its sunericritv -s nc ecnger

recognized by the peonle it serves. -- The health benefit is ranked by ser-

vice nersonne: as the second most important (after retirement) of all cf the

mi'itarv benefits. - Findings of the Cost and Value Survey suggest that the

nea't:. Denef.t is a most efficient compensation tool. M.ilitary Dersonnel. or.

the average. value thiF- benefit at several times its cost to the government.

Jus, how ran\ times depends cr the assumptions made about allocation of over-

nead costs. The value ranges from 2.6 to 3.0 times the cost to the govern-

ment. -

Donald B. Rice, Defense Resource Management Study, Final Report. n. 9-.

ii Milltarv Health Benefit Study, pp. 11-12, Cost and Value Stud, r. 76.

SThird Quadrennial Review of Militan, Comgensation, Staff Studies. Vol.
-i. p. 22-:7.

:5 Cost and Value Study. p. 267.

-e Inn • :--
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The multiplier effect works in the other direction as well. That is.

the effect cf a small change in policy or services offered has a much

greater effect in the perceptions of the beneficiaries. The publicatior.

of the Cost and Value Surve results should increase awareness among

the managers in the MRSS and among management throughout the Federal

government.

Some progress in creating that necessary management awareness has

already been made. For the first time in the institutional memory of

the Office of Planning and Policy Analysis, the fact that the military

health benefit is compensation has been explicitly recognized. Secre-

tary of Defense Brown so stated in the Consolidated Guidance for TY 81-8r.

"With regard to defense manpower, it is United States policy

to: attain a cost-effective Militar' Health Services System
whic. satisfies militan' medical support requirements and
provides quality care tc all beneficiaries as a part of a

benefit package which is an explicit, integral component of

military compensation policy." 16'

ianagement attention has also beer focused on the MPSS as a result of

internal trends as well. Recent increases in CHAIMUS utilization, in criti-

cisms of the !iSS's availability of services and decreases in the physicians

available to provide those services,have caused upheavals in uniformed ser-

vices facilities. As a result, a great deal of concern has developed regarding

the extent to which the DOD beneficiarv has been denied health care at the

militarv health facilities of the uniformed services. This concern by Con-

gress, the Office of the Secretary of Defense and the Office of the Assistant

16' Consolidated Guidance, nY 3)-85, p. 33.



Secretary of Defense for Health Affairs resulted in the conducting cf

a study -/ in the Fall of 1978 to determine the extent of the reduction

in services provided in the military health care system that occurred

in Y-78 and the reasons for those reductions of services.

Ihe closure and/or curtailment of health services in the Department

of Defense were identified by the study as problems of significant magni-

tude to have affected all beneficiaries of the Militar, Health Services

System. The closures and/or curtailments involved the entire spectrur

of health care disciplines -- from the most rudimentary screening pro-

cedures to the most sophisticated specialties and sub-specialties

necessary to provide modern "state of the art" health care.

The impact of those actions when examined across DOD is quite

dramatic. Table 1-2 reflects a total of 427 services that were either

curtailed or closed during FY-7S in DOD medical facilities that served

approximately 5.5 million of the beneficiaries. L- This represents

60b of the estimated 9.5 million worldwide beneficiar" population. The

effect on these beneficiaries has been to deny them some sDecific ser-

vices and to raise questions as to what, in fact. their health benefit

reall, is.

A brief review of the collected data for the study indicates that the

primary reason for the closures and curtailments of services was the

shortage of physicians in the MHSS. The total figure of 427 services closed

or curtailed reDresents a minimum. because aJditional services would have been

17" Adrienne Eddines. Closure and Curtailment of Health Services.

13' Ibid., p. 11.
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closed, if contracts had not been let to obtain civilian physician coverage

of threatened services. When the 242 additional civilian contracts are also

included the number of health services affected rises to 669. 2/

The closure/curtailments cited above are dramatic evidence that the

declining health benefit in the military services is a reality and has

become a problem of major proportions.

As evidenced by the cutbacks the direct care portion of the kMSS is

no longer able to offer the level of service it once did. To obtain

these services, beneficiaries must seek civilian sources under the other

portion of MHSS -- CHA2PUS. However, there is evidence that for the bene-

ficiaries, the alternative of civilian care under CHAMPUS is considered

less than satisfactory.

The Air Force CHAMPUS Medical Survey for 1978 indicated such dissatis-

faction with CHAMPUS. When asked how they rated the program overall, the

respondents revealed that:

TABLE 1-3

AIR FORCE SURVEY RESULTS-OVERALL CHAIYUS RATING

PERCENTAGE OF 21/
OVERALL RATING RESPONDENTS

Excellent 6
Good 21
Fair 26
Poor 17
Very Poor 14
Don't Know/No Opinion 17

20/ Ibid.

21/ Air Force CHAMPUS Medical Survey for 1973, Draft, p. S.
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When asked whether or not they agreed that CA.LUS met their health

needs, the following answers were received:

TABLE 1-4

AIR FORCE SURVEY RESULTS-CHAMPUS MET HEALTH NEEDS

CHAMPUS MET PERCENTAGE OF 22/
HEALTH NEEDS? RESPONDENTS -

Strongly Agreed 9
Agreed 33
Undecided 29
Disagreed 21
Strongly Disagreed 8

It is clear that a large portion (29% to 30%) of the Air Force active

duty personnel are dissatisfied with the CHAMPUS program. The Utilization

23/
Survey identifies the use of civilian sources of care by all categories

of beneficiaries of the MIHSS. Air Force personnel and their families show

the lowest usage of civilian sources. It is reasonable to assume that the

other services, with higher civilian usage rates, have similar problems of

personnel dissatisfaction with the CHAMPUS program.

TABLE 1-5

UTILIZATION SURVEY-ACTIVE DUTY FAMILIES 
24/

USAGE OF MEDICAL FACILITIES

BRANCH OF SERVICE % VISITS TO CIVILIAN SOURCES

OF SPONSOR TO VISITS TO ALL SOURCES

Army 15%
Navy 18
Marine Corps 20
Air Force 14
All 16%

22/ Ibid., p. 9.

23/ Ibid.

24/ C. J. Schumaker, Jr., Selected Measures of Health Services Utilization,
1978: Military Beneficiaries, p. 7.



This beneficiary dissaisfaction with CEA_,TUS and the trend of curtail-

ment of services ir. the uniformed facilities may have far-reaching conse-

quences because of the relatively high value placed on the health benefit

by military personnel. It has become necessary for the services to begin

exploring ways of providing an improved health benefit that will, hopefully,

decrease dissatisfaction with CHP NUS and lessen pressure toward the uni-

formed facilities.

Presently, eligible beneficiaries do not have a DOD-provided alterna-

tive to miSS. Increasingly, employers are offering their employees an

informed choice of, at least, two employer-financed health care plans. 25/

The N,1SS has been criticized for providing a non-competitive health

26/
care plan to a captive population. - Although recent survey results

indicate that most. beneficiaries are satisfied, there appears to exist a

minority who are dissatisfied and/or who do not exercise their entitle-

ment. In the 1978 Utilization Survey, 80.41% of the active duty personnel

and retirees were either satisfied or ver, satisfied with the overall quality

27/of medical care received in military health services. -

The Military Health Care Study was completed in December 1975. The

final report contained nine specific interrelated recommendations that

deal with medical care delivered in CONUS military medical facilities and

25/ Such as Goodyear Tire and Rubber, the United Auto Workers, Southern

Railroad and General Motors.

26/ Military Health Benefits Study.

27/ C. J. Schumaker, Jr.. Satisfaction with Health Services: Military
Beneficiaries, p. 10.



by civilian providers financed by DQD through CHA.LUS. The recommendations

were intended as long-term guidance and were designed to provide a frame-

work within which details of management and organization could be adapted

to chancing requirements and circumstances within and without DOD.

This study will address a facet of one area of one of the recommendations

from that report:

- Consideration should be given to the feasibility of allowing

dependents of active duty members, retiree families and survivor

families to select a health care program other than that pro-

vided in uniformed services facilities or under CHAITUS. 28/

In November 1977 the Defense Resource Management Study was commissioned

by the Secretary of Defense in response to a reauest by the President.

Among the major areas of study was the Military Health Services System.

The final report was published in February 1979. Among its recommendations

was that the Department of Defense consider a test of the concept of offering

all non-active duty beneficiaries the option to enroll in the choice of

health care plans available locally. Part of the rationale for this recom-

mendation was that it would relieve the pressure of excess demand, enhance

beneficiary satisfaction, introduce competition into the direct care system

and that offering a choice was consistent with national policy.

This report will compare the group who would prefer an alternative to

MHSS with those who do not so as to determine what factors are similar

28' Reoort of the Militar, Health Care Study, p. 88.



between each zrou-, and. what factors are dissimilar between the groups.

Specificall, this report will compare the 30'. of respondents to the

Yilitary Cost and Value Survey who indicated they preferred hypothetical

alternatives to the current structure of their heal:n care benefit tC

those who preferred the current structure. Briefly. alternatives

offered were the standard high option Blue Cross plan including dental

coverage, the same Blue Cross plan without the dental benefits and a

health maintenance organization.
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LITERATURE REVIEW

Despite a substantial increase in interest in health services organiza-

tion and utilization, no common theory explaining health behavior and

health services utilization has become widely accepted. Rather, what has

emerged is a loosely structured framework derived from many differing

pieces of research which support some hypothesis better than others.

Several analytical approaches have been used to explain health

behavior. The interactions between these differing approaches have served

both to enlighten and confuse. Modifications to each have been made as

weaknesses have been presented, but overall the effect has been confusing

with differing hypotheses trying to explain the same behavior. A dis-

cussion of each of the major approaches follows, with a sampling of the

work done in each. A more complete bibliography in each of the approaches

was beyond the scope of this study.

Economic - Some of the earliest literature began what turned out

to be an extensive study of the link between income and health services

utilization. 9/ Added to the frey have been several studies that

suggest not only that income effects utilization but also that the

method of payment influences utilization. Many of these studies have

suggested economic factors may act as deterrents. The evidence was

strong enough that the link was generally accepted, leading to usage

of terms such as "financial barriers," "economic access" and "economic

barriers."

29/ Victor R. Fuchs (Editor), Essays in the Economics of Health and
Medical Care.



The evidence is not unanimous, however. .cKinlev contended that

the link or barrier would only partially explain under-utilization. He

pointed out two weaknesses of an economic approach: that proponents fail

to consider the indirect effect of income in greater participation in

social systems which bring the potential patient into greater contact with

the health service delivery system, and that level of income by itself

does not adequately describe variations in patterns of utilization.

Redr31/

Berkanovic and Reeder- also object to the concept of financial

access on the explanation for utilization patterns. They raise four

objections: 1) there are cultural, not economic differences, as to

what kind of symptoms need medical attention, 2) when economic barriers

are removed, utilization is not necessarily higher among groups with

higher levels of morbidity, 3) behavior in seeking preventive services

varies within groups with similar levels of income, and 4) the rate of

physician visits has increased among low income groups and is now higher

than for other groups. They go on to list three other cultural influences

that affect health services utilization: behavior and different expecta-

tions between consumer and providers; differing vulnerabilities to ego

assault in the provider-patient encounter; and prejudices (predominantly

middle class) of the providers.

30/ John McKinley, "Some Approaches and Problems in the Study of the Use
of Services - An Overview," Journal of Health and Social Behavior,
June 1972.

31/ Emil Berkanovic and Leo Reeder, "Can Money Buy the Appropriate Use of
Services? Some Notes of the Meaning of Utilization Data." Journal
of Health and Social Behavior, June 1974.



In a further examinat ion o Brklanovic and Reeder's four objectives,

Adav- contended that those data wLrt.' misleading, that thost- dara siol]c

be re-examined in Iit!ht of utilization relative to need (as measured 1,

di sabil i ty days). Sh ari'ued that .;uch re-exarination resulted in the con-

clu. ion that utili::atinn relative to need is still disproportionatelv lower

among the poor than the non-poor, even when insurance among levels were

considered.

She examined other ecological factors as well -- travel time, presenct.

of a usual source of care, appointment visiting time and oflice wastinp

time. She found no consistent relationship between those variables and a

use disability ratio excent for a lower rate of uses among those who have

no regular source of care (except the non-poor insured).

As with incoroie, the link between health care utilization and distance

travelCC to tle source of care has received a good deal of scrutiny over

the last twenty years.

In an earlv study of westurn Pennsvlvania. Ciocco and Altman found

a di fference in utilization rates b\, type of provider according to the

'istanct. necessary to travel to obtain care. Those who had to travel further

_in rural areas) had lower rates of physician utilization or specialists than

did residents of the more urban areas where the specialists were located.

32/ LuAnn Adav, "Economic and Non-economic Barriers to the Use of Medical

Services." Medical Care, June 1975.

33,' Ciocco and Altman, 1. "Medical Service Areas and Distances Traveled

for Physician Care in Western Pennsylvania," Public Health Monograph,
No. ]9, 1Q5 4 .



Weiss, Greenlich and Jones -- supported the traditional finding. that

more visits are made to the facility nearest the patient's residence. This

relationship was found to have weakened as the difference in distance

between equal facilities declined. Not significantly related in any travel

patterns were disease category 35/ or demographic variables.

Weiss, Greenlich and Jones 36/ examined distance traveled to and found

it to have a differential effect, depending on the social class of the

patient. In fact, they found that social class was the more powerful

variable, being in turn modified in its effect by distance to the appropriate

medical facility. Also, the additional variable of point of entry into

the medical service system was found to interact both with social class and

distance.

Bosanac. et al -7/ continued to examine distance to a facility as a

planning factor. However, they defined distance in terms of time instead

of space. This distance can be quite significant in West Virginia where

the study took place or any other area where geographic obstacles may be

a factor. Any large geographic feature makes the application of policy

based on a measure of distance unrealistic at best.

34/ James Weiss, Merwyn Greenlich and Joseph Jones, "Determinants of

Medical Care Utilization: The Spatial Factors." Inquiry, Dec 1971.

35/ Acute, chronic - or other, Ibid., p. 460.

36/ James Weiss and Merwyn Greenlich, "Determinates of Medical Care
Utilization: The Effect of Social Class and Distance on Contacts
with Medical Care System." Medical Care, November 1970.

37/ Edward Bosanac, Rosalind Parkinson, and David Hall, "Geographic
Access to Hospital Care: A 30-Minute Travel Time Standard," Medical

Care, July 1976.



Shannon and associates reviewed the devEac-men: c,- t.e ciencen: cver

nearly fifty years. They concluded that nore deveiopment is necessar'.. Th e

traditional linear measurements of distance have not been satisfactorv. Thev

sugeest further examination ef two dimensicnal: vector measures wil be more

promising.

Social Psychological - Besides the ecological and demographic approach

the social-psychological approach has been the most extensively explored.

The object of such an approach is to explain health services utilization

behavior in terms of motivation, perception and learning.

Consumer attitudes toward physicians in Fort Wayne, Indiana, were

examined by Kulka, et al in an attempt to measure satisfaction with

care received. They found differences associated with race. sex, ages,

physician continuity and tvDe of insurance coverage.

Age, number of children in the family, perceived threat of symptoms

and the perceived benefits of the health services svste. were found to be

"triggered" by or of utilization behavior by Kirscht, Becker and Eveland40-

Tessler and associates demonstrated that psychological stress was

one of the determinants of physician utilization. Specifically eliminated

38/ Gary Shannon, Rashid Bashshur and Charles Metzner, "The Concept of
Distance as a ractor in Accessibility and Utilization of Health Care,"
Medical Care Review, July 1969.

39/ Barbara Hulka, et al., "Correlates of Satisfaction and Dissatisfaction
with Medical Care: A Community Perspective," Medical Care, August 1975.

40/ John Kirscht, Marshall Becker and John Eveland, "Psychological and Social
Factors as Predictors of M.edical Behavior," Medical Care, May 1976.

41/ Richard Tassler, David Ilechanic and Hargert Dimond, "T he Effect of Psycho-
logical Distress on Physician Utilization: A Prospective Study, Journal
of Health and Social Behavior, December 1976.
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as otner possible ext,' anations for the re a-ionship shown were more :.lness

anoni the distressed. greater proprietv tc use health services anc an,: arti-

tudina: Ore- isDosition to use pnvsician services.

Socio-cultural - Variations in health services utilization can be

ex:.aine' by the unique aspects of the culture cr sub-culture cf a particular

social group. Examples of variables considered in this apDroach are: cultural

definition of illness, cultural definition of illness behavior, life styles,

familia: composition.

Suchman examined knowledge about disease, attitudes towards medical

care and behavior during illness amonF different ethnic groups in a mixed

New York City neighborhood. Differences in each variable were found among

the five groups surveyed. These differences were related to the forr of the

social organization within the ethnic Groups. The more ethnocentric and

cohesive the grou;, the more likely its members were to have low knowledge

about disease, skepticism toward providers, and be dependent during illness.

The amount of variance between differing cultural groups were striking.

Geerster, et al 43/ did not find support for Suchman's model in a study

of a more homogeneous group in Salt Lake City. However, neither the counter-

indications raised nor the further research suggested questioned the appli-

cability of the approach. The disagreements were only over the specific

measures used and the conclusions drawn.

Social Systems - The last twenty years have seen the systems approach

spread to nearly all social service areas. Its application to health services

42/ Edward Suchman, "Sociomedical Variations Among Ethnic Groups," American
journal of Sociology, November 1964.

43/ H. R. Geersten, et al, "A Re-Examination of Suchmar's View on Social
Factors in Health Care Utilization," Journal of Health and Social
Behavior, June 1975.
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utilization has seemed particularly promising in light of the variety of

the other approaches used in this area. The social system analysis approaches

health services behavior in terms of characteristics of the health service

system: organization, population factors (age, ethnicity), ecological

factors (proximity to care).

Hershy, Luft and Gianaris -- designed a systems model that included demo-

graphic, socio-cultural and health system characteristics. They surveyed

families in a rural community. By including alternative sets of independent

and dependent variables in a multiple regression analysis they pointed out

that the omission of certain factors can lead to quite different interpreta-

tions of the resulting analysis. Incorrect interpretation will result

unless all of the necessary factors are included.

Anderson 45/ and Burtkus 46/ used systems approach in a study of university

students in a prepaid group health plan. Their model used ecological-demo-

graphic, social-psychological and need variables. They found that demographic

variables did not have a direct effect on health behavior but they had an

indirect effect by influencing symptom sensitivity, need and evaluation of

services provided, which, in turn, had a direct effect on health behavior.

Behavorial Frameworks - The diversity and relative advantage and dis-

advantage of each of the approaches discussed make obvious the need for a

unifying framework that will encompass all of the varying approaches.

44/ John Hershy, Harold Luft and Joan Gianaris, "Making Sense Out of Utiliza-
tion Data," Medical Care, October 1975.

45/ James G. Anderson, "Demographic Factors Affecting Health Services Utiliza-
tion - A Causal Model," Medical Care, March-April 1973.

46/ James G. Anderson and D. E. Burtkus, "Choice of Medical Care: A
Behavioral Model of Health and Illness Behavior," Journal of Health and
Social Behavior, September 1973.



Such a framework was provided by Anderson. -' He took the apciicatle

variables from each of the approaches and structured ther, into three major

categories - predisposing, enabling and need variables. Pre-disposing

variables include such things as famil, composition. social structure,

and health beliefs. Enabling variables are family resource and community

resource factors. Need variables include both illness and the patient's

response to that illness.

48/
Wan and Yates - took Anderson's framework and demonstrated its effi-

ciency with 18 difference predictors in a different setting.

Wan and Soifer 49/ tested 18 variables to determine their causal

ordering of predicting physician visits. They surveyed some 2,100 house-

holds in New York, and Pennsylvania, and used path analysis to test a

behaviorial framework. They concluded zhat the need for care, average

cost per visit, health insurance coverage and age had the strongest affect

on physician utilization.

Galvin and Fan -L0/ also used path analysis to test a model of utiliza-

tion. Their model was derived from a sample of 1,000 households in Los

47/ Ronald Anderson, A Behavior Model of Families' Use of Health Services.

48/ Thomas Wan and Ann Stromber Yates, "Prediction of Dental Services
Utilization: A Multivariate Approach," Inquiry, June 1975.

49/ Thomas Wan and Scott Soifer, "Determinants of Physician Utilization:

A Causal Analysis," Journal of Health and Social Behavior, June 1974.

50/ Michael E. Galvin and Margaret Fan, "The Utilization of Physician

Services in Los Angeles'County, 1973," Journal of Health and Social

Behavior, March 1975.



Angees. Tnev found days disab'rd, public insurance anc sex to De key

varia'ies. In addition, age was alsc a siznificant contributor tc the

exrlanative power cf the mode: through disabilirv days and public

insurance ccverage.

Another model was developed and supported by Wolinsky in a sur-

vey cf Iowa households. This included: factors of the Population at

risk ,)redisposing and enabling characteristics,), utilization. syster

characteristics and consumer satisfaction. His model nostulated that

"enabling characteristics are caused by the predisnosing characteristics;

illness is caused by the enabling and predisposing characteristics. -,

Additionally, future utilization is dependent on satisfaction which, in

turn. is influenced by previous utilization.

Schumaker 5_3/ states that health service utilization behavior is the

result of the interaction of three factors -- social background, inter-

vening and health status variables. The social background are those

population characteristics, such as age, sex, ethnicity. Intervening

variables fall within the three-sub-categories of predisposing (attitudes).

enabling characteristics and consumer satisfaction. Health status is not

only the overall health of an individual but also the specific symptom

that "triggers" utilization.

51/ Frederic Wolinskv, "Health Services Vtilization and Attitudes Toward
HiO's: A Theoretical and Methodological Discussion,' Journal of
Health and Social Behavior, September 1976.

52" Ibid., p. 223.

53/ C. J. Schumaker, Jr., Health Services Utilization Study Proposal.
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The movement of the study of health utilization behavior (as reflected

in this review) has been toward more complete frameworks that attempt tc

measure very complex behavior. Certainly there is no general agreement

in the field, but the direction of effort seems to be clear.

One aspect of utilization behavior that has yet to become integrated

into the behavioral frameworks has been the organization and financing of

the health services delivery system. The review of the previous work in

this area follows as a separate section.

"IP - ... .. -7



APPLICATIONS TO HEALTH BENEFIT PROGR.*S

As the popularity of the health maintenance organizations grew, spreading

eastward from the Kaiser Permanente Group, the study of a7ternative organiza-

tions concurrently increased. Part of this overall increased level of activ-

ity has been directed at the determinants of the choice made when the con-

sumer is presented with one or more alternatives.

Moustafa and associates 5- surveyed University of California, Los

Angeles, employee subscribers of a Kaiser plan and a basic Blue Cross alterna-

tive. The" discovered that consumers were unaware of the specific services

offered in the respective coverages, although employees had realistic concepts

about the general scope of their coverage. Furthermore. most knew if their

respective plans had open or closed physician panels. They concluded that

the consumers choice of an alternative was related to the characteristics of

the plan.

Roghman, et al 5 reported similar results from two surveys in different

situations. Each was the offering of alternatives at a place of employment;

the first survey being more limited in scope than the second. They found

that: there are those who are not integrated into the present care system

and those who appreciated the care characteristics of a proposed plan (compre-

hensive and preventive care). No differences were found as to risk vulner-

ability, out-of-pocket expenses, health status and ambulatory care utiliza-

tion rates.

5-/ A. Thuler Moustafa, Carl E. Hopkins and Bonnie Klein, "Determinates of
Choice and Change of Health Insurance Plan." Medical Care. Jan-Feb 1971.

55/ Klaus J. Roghman, et al. "ITho Chooses Prepaid Medical Care: Survey
Results from Two Marketings of Three New Prepayment Plans," Public
Health Reports.



56/
Tressler and Mechanic found that level of education, marital status.

integration within the medical system and travel time were major determinants

of a choice in a prepaid plan. Not supported in this study was the risk-

vulnerability hypothesis, that is, those with higher perceived risk (and use)

would choose the more comprehensive coverage of a prepaid plan vis-a-vis a

liberal Blue Cross/Blue Shield coverage. Also not supported were selections

based on neuroticism or preventive health behavior.

Bice, 57 on the other hand, supported the risk-vulnerability hypothesis

through a prospective study of enrollment in a prepaid group practice among

a group of families eligible for Medicaid. The families' health status and

prior utilization were poor predictors of enrollment in the prepaid plan until

economic factors were included. The families in this study tended to enroll

ir. the prepaid plan, if their out-of-pocket costs would be reduced.

Kirscht, et al 58/ investigated the relationship between the presence of

symptoms in a child and the mother's seeking care for that child. They found

various social and psychological variables (personal coping abilities, situa-

tional barriers, predispositions) affecting the use of a particular health

care system. -q Each variable had differing roles depending on the particu-

lar situation. Kirscht et al concluded: situational factors were important

in determining health behavior and health beliefs predicted behavior across

varying situations.

56/ Richard Tressler and David Mechanic, "Factors Affecting the Choice
Between Prepaid Group Practice and Alternative Insurance Programs,"

Milbank Memorial Fund Quarterly.

57/ Thomas Bice, "Risk Vulnerability and Enrollment in a Prepaid Group
Practice," Medical Care, August 1975.

58,' Kirscht, Becker and Eveland, op. cit.

59 Ibid.. p. 430.



....c~a an Beham60 /

Scitovskv. McCall and Benham - examined the subscribers of two pre-

paid plans at Stanford University. One plan was a Kaiser plan providing

service at a somewhat lower cost in three different facilities: the other

was a large prepaid group practice that contained a standard Blue Cross

hospital policy to cover inpatient care. Income and distance were found

to be the two major determinants of choice. Preference for the less

expensive Kaiser plan increased as family income decreased. Preference

for the Kaiser plan also increased as the distance from the subscriber's

home to the nearest Kaiser facility decreased and the distance to group

practice facility increased. Additionally, continuity of care influenced

preference as the Kaiser plan was newly offered. Based on the characteristics

of those families who chose Kaiser, some of the families who subscribed to

the other plan would have been expected to prefer the Kaiser plan, but

didn't. Scitovsky, et a! suggest that this will be the case whenever a

new plan is offered when another is already well established.

61!

Berki and associates - studied the factors affecting choice in a situa-

tion involving a quadruple choice -- Blue Cross/Blue Shield, one open panel

plan and two closed panel plans. They reported no preferred differences

according to health risks, but that low income families did prefer closed

panel HMOs. Younger families, and those families that were larger, preferred

HMOs. Those families that already reported a usual source of care preferred

an arrangement where that relationship would continue (BC/BS or the open panel

60/ Anne A. Scitovsky, Nelda McCall and Lee Benham, "Factors Affecting the

Choice Between Two Prepaid Plan," Medical Care, August 1973.

61/ S. E. Berki. et al., "Enrollment Choice in a Multi-HMO Setting: The

Roles of Health Risk, Financial Vulnerability, and Access to Care,"

Medical Care, February 1977.
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plan) Other variables of health status. health concerns, and prior

utilization were not supported by their data.

6,!
Berki et al continued this analysis to a second stage. Using a

multi-variate probability model (logit) they showed five predictors of

preference: source of care (increase of access), family life style,

chronic conditions within a family (risk), per capital income, and health

concern (beliefs). Having: a usual source of care (or preference to

keep one): younger and larger families: higher incomes- and a chronic

condition within the family, showed a preference for an open panel plan.

On the other hand. a higher level of health concern influenced preference

for a closed panel plan. This function predicted correctly enrollment in

any HLMO more than 50% of the time for 60% of the sample.

62/ S. E. Berki, et al., "Enrollment Choices in Different Types of HMO's:
A Multi-variate Analysis," Medical Care, August 1978.
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cr. eac- o' the forke%; influences on. hea.lth behavior.
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A. Preference for an alternative to the present fo:r of organization of

health services delivery in the MESS varies according to the social back-

ground characteristics of the respondent's fami2v. Man is. after all. the

su. of his background and experiences, and they cannot but influence -is

behavior.

A.I.H : There is no difference in preference for alternatives to MHSS0

according to the ethnic. background of the respondent.

Definition of illness, illness-behavior, the role of health professional

all differ greatly between cultures. Sub-cultures of one society may view

each of those three variables in a different way. Members of the sub-

culture would then behave differently, based on the beliefs about those

things that he learned from sub-cultures. The labels we, as a society,

attach to an ethnic background provide an easily quantified (if over-

simplified) summary of a Derson's cultural background. That label, in turn,

should indicate the health-related values ingrained by the respective

sub-culture.

A.2.H : There is no difference in preference for alternatives to the0

MHSS according to the religious practices of the respondent.

Certainly, religious beliefs influence health behavior. Those beliefs

may affect only one particular area or may influence the use of all the

services in a particular delivery system.

The Christian Scientists are the most obvious example of the latter.

The effects of beliefs among others may be less obvious but are no less

important.
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A.3.H :There is no difference in preference for alternatives to the0

MHSS accordinR to the level of formal education reported by the respondent.

The level of education of the respondent should affect health behavior

as it affects other behaviors. its effects are both direct and indirect.

Direct effects would include ability to communicate prior knowledge about

given conditions and/or treatments and the perceptions of the patient by

the health professionals. Indirect affects would be through the level of

income attained and attitudes about what the proper level of use of a

health professional might be.

A.4.H : There is no preference for alternatives to the MHSS accordingo

to the length of service of the sponsor.

Length of service (total years in the military) should be a surrogate

measure of socialization into the military sub-culture and into the MHSS.

Socialization brings both knowledge and acceptance of the social systems.

Knowledge about the details of MHSS should decrease the gap between what

may be expected and what may be actually done. Increased acceptance, if

only resignation, is the result.

A.5.H : There is no difference in preference for alternatives to the0

MHSS according to the branch of service of the sponsor.

The author's residency has provided ample evidence that there are

major differences in health services delivery among the three Services.

Some of these differences are the result of varing operational orienta-

tions. Aviation medicine is different from submarine medicine which

is different from the care necessary for an infantry battalion, as an examole.
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Likewise, the nature of each service affects the practice settings. In peace-

time the Army has large numbers of personnel in a relatively few number of

locations -- a division is 25,000 personnel. On the other hand, the Air

Force has many smaller units in geographically separated locations -- the

typical wing having 5-10,000 personnel. The Armv has 51 medical facilities

and 771,000 personnel -3/ overall, while the Air Force has 81 facilities and

570,000 -4-/ personnel. The Navy has a combination of both, having personnel

on several hundred ships and a few relatively large land bases with large

medical facilities (36 medica facilities and 721,000 personnel). Some

of the other differences among the Services in health services delivery are

more readily explained by history and tradition.

A.6.H : There is no difference in preference for alternatives to MiSS0

according to the beneficiary category of the respondent.

There are differences in law _6/ affecting the availability of care to

differing categories of beneficiaries. The priorities in those paragraphs

serve to implicitly ration scarce medical resources. The priorities are:

1. Active duty personnel.

2. Dependents and survivors of active duty personnel.

3. Retired personnel.

4. Dependents and survivors of retired personnel.

63/ Selected Manpower Statistics, p. 35.

64/ Ibid.

65/ Ibid.

66/ Title 10, USC, Chapter 55, Paragraph 1074 and 1076.
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The offering of an alternative to the current configuration of the health

care benefit should be attractive to those who may have been denied some

health services because of limited resource availability.

A.7.H : There is no difference in preferences for alternatives to the
0

1TlSS according to the age of the respondent.

Age itself has obvious implications for the amount and levels of health

service demands and has been a traditional surrogate for those variables.

It also has indirect effects on other variables which influence health ser-

vice demands (factors such as level of education, marital status, family

size, and income). While the indirect effects are difficult to control in a

study of this scope. the direct effects should be verifiable. It is assumed

that the older the respondent the higher will be his/her level of use of

health services. That different level of usage would then influence a choice

of alternative forms of delivery.

A.8.H : There is no difference in preference for alternatives to the
0

MHSS according to the marital status of the respondent.

The presence of any dependents in a family unit, and their attitudes,

may affect a preference for an alternative, especially if desired health

services are not available from the MHSS for whatever reasons. In fact,

the presence of dependents should lead to demand for different health

services than were previously used. Experience with different services

should change the respondents view of the MHSS and may change his/her
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-:reference for an alternative. The experience of a single serviceman whose

sole use cf the ISS has been sick call and/or the emergency roor will be

different from the family with children who may have also used OBIGYN.

pediatric services, and the general therapy clinic.

A.9.H : There is no difference in preference for alternatives to M!ISS
0

according to the number of people within a family unit.

An increasing family size will mean an increasing number of trips to

seek care, making the ease of access to care more important. Likewise, if

there are out-of-pocket or other costs involved with each trip, the presence

of additional family members will create additional financial burdens.

The CHAMPUS deductible is $50 per person or S100 per family per year and.

as such, does not differ according to family size. However. the 20' or 25'

deduction will affect each occasion of service. Similar to health insurance,

however, CHiA2PUS does not cover routine pediatric cases or immunizations.

These services are available at most military facilities. All of these

factors make the military facility more attractive to a large family and

may make an alternative seen more attractive, if a military facility is not

available.

A.]0.H There is no difference in preference for an alternative to the0

'HSS according to the stage in the family cycle.

The stage in the family cycle of a particular family will affect the

demands it places upon a health services delivery system. The addition of

the first child to a family unit makes the access to a pediatrician assume

an importance it lacked previously. Or. as another example, although all
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the children have left the home, the health demands of the retired couple

will be different than before they had any children. Clearly, the stage cf

a family cycle will affect the desired attributes of a health services

delivery system.

A.11.H : There is no difference in preference for alternatives to the0

MHSS according to the geographic location of the residence of the respondent.

Thne ready availability of alternative forms of health service delivery

systems (1-4Os) is still not geographically uniform. It seemed unlikely to

the author that respondent family units would prefer an alternative to which

they had had no exposure. Given the recent publicity about the HMOs, the

author expected more families would prefer them in those geographic areas

where they were relativelv more widespread. It was anticipated thz.t those

latter areas were the East and West coasts, since HMO's do not have as

much market penetration in other parts of the country.

B. Preferences for alternatives to the MHSS vary' according to the satis-

faction with military medicine.

B.I.F :There is no difference in the preference for alternatives to0

the MSS according to the satisfaction reported with the quality of care

received in military facilities.

There are many aspects of satisfaction that might have been asked. Of the

measures that were available in the survey instrument the logical choice was

satisfaction with the quality of care received in military facilities. Dis-

satisfaction with this aspect of the .MHSS would imply a strong preference

for an alternative. The link between satisfaction/dissatisfaction with the
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quality of care received in civilian setting has a much less obvious link in

preference for something other than the present form of the MFSS.

C. Preference for alternatives to the MHSS vary, according to the enabling

characteristics of the responding family unit.

C.I.H There is no differing preference for alternatives to the .HSSo

according to the length of time necessary to travel to the usual source of care.

Travel time as an access measure has been studied for several years. The

literature is extensive and was only covered lightly in the preceding litera-

ture review section. It was anticipated that those who lived further away

from a military facility would more often prefer an alternative, since it is

likely that the alternative might have easier access (less travel time).

C.2.H There is no difference in preference for alternatives to the0

M}4SS according to the usual delay encountered in obtaining an appointment

at the usual source of care.

Appointment delay serves as a measure of both access and consumer satis-

faction. The length of the delay necessary to obtain an appointment is a

fairly direct measure of ease of access into a particular system for a potential

user. Lengthy delays force the patient with an acute condition to seek access

through another point in the system (become a walk-in, go to the emergency

room or sick call, etc.) or to seek care in another delivery system. Patients

returning for routine visits or follow-ups may encounter problems in scheduling

appointments suitable to their schedules. The patients feel pressured to take

whatever is open, because they know they will have difficulty obtaining any-

thing else. Appointment delay becomes an indirect measure of patient satis-

faction with the complete system as well as generating feelings of satisfaction
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dissatisfaction on its own. Patients may view aoointment delays as a svmboc

of how responsive a svstez may or may not be to their ,ceds.

C.3.H : There is no difference in preference for an alternative tc
0

the >O4SS according to the length of time spent in the rece~zion root waitlnr

for an appointment at the usual source of care.

Waiting room time is another perceived measure of resnonsiveness to

the beneficiaries' needs. The Datient feels that ht "she has keot his'her

part of the bargain, if they Present themselves anywhere near the scheduled

appointment time. Repeated lengthy delays in being seen may give the

impression to the patient that the system is not being responsive to his'her

needs. It was expected that the longer the reported waiting room delays,

the greater the preference for an alternative would be.

C.4.H : There is no difference in preference for an alternative to
0

the $-SS according to whether or riot the respondent lives within a catch-

ment area of a military medical facility.

The catchment area is a 40-mile radius around any military medical

facility. That particular figure is set in law. -/ Any beneficiary

living within the 40-mile radius of a facility must receive inpatient care

in that facility. Only if that facility certifies that it cannot provide

the necessary care will CHA!'WUS reimburse a beneficiary for inpatient care

received in a civilian hospital. Those families who live outside the 40-

67/ The language setting the 40-mile limit has appeared yearly in the
Defense Appropriation Acts beginning with the Act for Fiscal Year 1975.



mT:E :izt& j, not neec te certification. Ncr is the certification

necessarv tor outpatient care. The i0-mile limat as a measure, admittediy

crude, of travel time an- access to the direct care system. It is crude

the sense that it does not take into account any significant geographic

barriers which may considerably lengthen actual travel time. It is also

limited as designed and collected in this survey instrument; it is a simple

dichotomous variable -- i.e.. either one lives anywhere within the 40-mile

circle or one does not. That design lumps together those who may live on-

base and have a two-minute trip to receive care with those who may have a

55 or 60 minute trip to a military facility. A similar grouping results

for those who reside outside of that limit -- those who live where no

military faciiitv is available are included with those who may use a mili-

tan- facility 40-50 miles away for all non-emergent care. The resulting

ass rnption is that direct military care is not available to those outside

of the 40-mile radius.

C.5.H There is no difference in preference to the alternatives0

to the M1SS according to the size of the facility in the respondents'

catchment area.

This variable was included to measure the level of care available to

the respondents in military facilities within the local area. The MHfSS

is a highly regionalized system, ranging from 1,000-bed facilities with

a complete range of services, to freestanding clinics offering primary

care only. If space is available, the beneficiary may be transported



manv miles to receive necessarv care in a large facility (active duty

personnel have no choice). The range of care readily available to the

respondent at a military facility max, be quite limited. It was postulated

that those in areas served by smaller facilities would rrefer an alterna-

tive that would cover a greater range of care.

C.6.H : There is no difference in preference for alternatives to the
0

MHSS according to the level of income of the family unit.

This is one of the traditional explanations of differences in health

service utilization. One would expect a family with a great deal of dis-

posable income to approach a health service delivery syster. differently

from another family who had much less income.

C.7.H ,There is no difference in preference for alternatives to theo

MTiSS according to the presence of alternative health insurance.

One of the original questions discussed during the development of

this study was -- whether or not the proposed alternatives, if immlemented,

would in fact draw some of the excess demand away from the MRSS. or would

an alternative simply pay for those who already have alternative health

insurance? Those personnel who have already taken a positive step to

indicate they may prefer an alternative.

C.8.H : There is no difference in preference for alternatives to the
0

M'SS according to the unreimbursed cost of previous care.

The cost-sharing provisions of C1kMPUS and its reputation for not re-

imbursing at current rates have been a point of concern for beneficiaries



for the last several years. Tht concern has been exoressed strongly enouglh

tha: Concress recently increase d t-:e level of reimbursement. - Another

raise, tc 9 , has been subnitted as proposed legislation the nast two

years. Also. the variable seems an innortant one, a priori.

C.9.1 : There is no difference in preference for alternatives to the
0

KI2SS according to whether the usual source of care is civilian or military.

The discussion about the rresence of health insurance is applicable

here a-sc. Also pertinent is the question of whether or not someone already

familiar with an alternative system might have a stronger preference for

;t. Some beneficiaries have chosen not to use the MHSS but have instead

soug t care in a civilian settino -- they are more familiar with alternatives

and shod have a zreater preference for the choice they have already made.

- Preference for alternatives tor >2VSS vary according to the health status

o tine familv members.

Those *amnkies w-iere one member 4s rn .oorer health should have a dif-

ferent ,'-,ev o- 7osible alternative heaot, orcanizations than those farmilies

wA: were ir. relatively good hea: th-. Certainly the former have the incentive

omre closely examine svstems the-' know they may shortly use as onnosed

tc tne latter who ma'' or may not have to use one of the proposed systems at

some unKnown time ir. the future. Those families with members with chronic

conditions will have much more knowlede on which t, judge alternatives than

those who may have only used a ,rimar\ care clinic occasionally.

6S The 80'. level of reimbursement was set in :he Defene Apnrorriation Act

for Fiscal Year l.79 and ha.s been cont ,',e; since. hat is, the allowable
charee i3 set so that 8,1 (f the l'i.-s sunmi:'teo for a snecific procedure

in a snecific Location over a v:;xer time are covereG.



D.2.H There is no difference in preference for alternatives to the

f2SS according to reported utilization of health service systems.

As with health status above, those families with higher utilization

patterns would be expected to have a different view of the 'fSS thar, those

who do not use a health service svsten as often. This differing view, and

the knowledge gained through use, might lead to different evaluations of

possible alternatives.



CHAPTER 11

STLDY DESIGN

The idea for this study germinated in a briefing describing the Cost

and Value Study. The briefer speculated from his preliminary data that

the same beneficiaries who preferred Alternative "C" also preferred

Alternative "D," that they wanted an alternative at almost any cost.

Further discussion revealed a lack of agreement as to just who those

people might be, if they were, in fact, a homogeneous group. This study

is a re-examination of the survey data collected for the Cost and Value

Study to answer questions raised during that briefing.

The Cost and Value Study used three different approaches in asking

respondents to place a value on the military health care benefit.

Besides directly asking for a monetary judgment, the questionnaire pro-

posed three hypothetical plans in addition to the current structure of

the benefit. As the second approach, the respondents were asked to

rank The plans in the order of preference. Thirdly, the respondents

were asked, in turn, whether they preferred each of the alternatives

compared to the current structure and what amount of compensation would

make each pair equal.

Details of the three hypothetical alternatives were included in a

separate sheet, inserted in the questionnaire, reproduced in Table 2-1.
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TABLE 2-1

COMPARISON OF HYPOTHETICAL ALTERNATIVES

DEPENDENTS, RETIREES AND SURVIVORS

PHYSICIAN AND HOSPITAL SERVICES LIMITATIONS
ALTERNATIVE PLANS INPATIENT OUTPATIENT DENTAL SERVICES OR SPECIAL PROVISIONS

You pay $4,10 ner day No charge No charge Services on a space-
available basis only.

Retirees get complete
care: but dependents Covers dependentarets
get complete care or parents-in-la, who
oaly overseas or in are excluded by CHLAMPUS

Uniformed underserved areas, and by Plans B, C and
Services Elsewhere dependents
Facilces get only preventive

and emer~encv care
A. CURRENT Facilities.............................------------------------and...............------------------------------

SYSTEM CHAMPUS ACTIVE DUTY DEPENDENTS: You pay first $50/ Use of non-participating

You pay $4.10/day or person each year -- providers may increase
$25 admission, which- up to $100/family -- your costs
ever is greater plus

FOR ACTIVE DUTY DEPEN-
DENTS:
20% of additional NOT COVERED

charges

RETIRES.THEIR DEPE1- FOR RETIREES HEIR Unreasonable charges
DENTS, SURVIVORS: You EPENDENTS SURVIVORS: not covered
pay 25% of all charges 25% of additional

charges

No charge You pay first S100/ No charge for pre- Costs to you of covered
person each year -- ventive, diagnostic services may not exceed

up to $200/family -- or emergency services. S4,00C per year
olus 20% of additional For other services,
charges, for physicians' you pay the first $251 No extended nursing care
services person each year -- facility coverage

up to $100/family --
plus

No charge You pay first 5100/ No charge for pre- Costs to you of covered
person each year -- ventive, diagnostic services may not exceed
up to $200/family -- or emergency services. S4,000 per year
olus 20% of additional For other services
charges, for physicians' you pay the first $25/ No extended nursing care
services person each year -- facility coverage

up to $100/family --
plus

i. BLUE CROSS-TYPE PLAN No charge for hospital Hospital confinement in
services (A) 30% of excess for excess of 365 days sub-

WiTH DENTAL SERVICE routine services,e.g., ject to cost-sharing

fillings
$50,000 limitation on

(B) 75% of excess for psychiatric care, and
orthodontic services $500,000 limitation on
(up to a $500 limit) total lifetime payments

for you and your dependen

(C) 50% of excess for
other services Unreasonable charges not

covered

?I UE L ~uS,-TPE PLAN
SA.M AS PLN B SAME AS PLAN B NOT COVERED SAME AS PLAN R

NO DENTAI SEPVICE

,,,jUP HEA!T A-E PLAN No charge -- if you No charge -- if you NI COVL L! Use of facilities out of
-- PREPAID HEAl ii use designated physi- use designated physi- designated area may be

cians and facilities clans and facilities only partially reimbursed
MAINTENANCE

No extended nursing care

ORGAN IZAT!,I)N facility coveta,.e



Plan B is the typical Blue Cross medical :lan with dental coverage added.

Plan C is the same Blue Cross plar without the dental coverage. Plar D

is identified as an HIMO but not specified as tc which type. Given the

publicity in the popular press about the Kaiser Permanent nlans, the author

must assume that the respondents were thinking of a closed-panel HMO rather

char. an independent practice association.

A basic premise was that any alternative offered would be offered for

non-active duty beneficiaries only. No changes are foreseen in the way

the 1IHSS delivers care to active duty personnel. Nor is any change fore-

seen in the MIRSS in overseas areas, where often no alternative is available.

In fact, in overseas areas several classes of beneficiaries, who would not

otherwise be eligible, receive care in the HIRSS. -- As a consequence, this

study used only data from the families within the Continental U. S., 70

eliminating 121 of the responses to the Cost and Value Study.

What follows in the Sample Selection and Data Collection sections not

only borrows from the Cost and Value Study, but also relies on their

description of what was done.

69,' For instance, civilian employees and their families, certain contractor
personnel and their families, DOD teachers and their families are all

eligible for care overseas but not stateside.

70/ DOD considers Alaska and Hawaii as overseas areas.
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SAXPLE SELECTION

The survey sampling and stratificatior. plan were designed to obtain

information from each beneficiary population while ensuring that respond-

dents were drawn from as wide a range as possible of geographic locations --

urban and rural settings, military health care service areas, etc.

The survey sampling design was a stratified clustered design involving

eleven base hospitals and their surrounding catchment areas, and areas not

within any military health care service area (i.e., "remote areas"). A

"catchment area" refers to the approximately 40-mile circle around a mili-

tary base or hospital.

The base hospitals in the survey were selected so that: (1) for each

branch of service (i.e., Army, Air Force, Navy and Marines) a small, medium.

and large-sized hospital was selected, and (2) for each DOD region (with

the exception of Region 6) --/ at least one base hospital was selected. For

purposes of this study a small hospital was defined as one with 115 operating

beds or less in fiscal year 1976, a medium size hospital as one with between

116 and 270 operating beds, and a large hospital as one witl 271 or more

operating beds. It was felt that since regions of the country, service

branch affiliation, and hospital size could have significant effects on

beneficiary valuations of the military health care benefit, the sampling

design should be balanced in relation to these three factors. In addition to

selecting the catchment areas of one small, one medim,, and one large-sized

71' Because of technical difficulties it was impossible to include a Region
6 base hospital catchment area in the study. However, a base hospital
catchment area located relatively close to Region 6 (i.e., the Army
,Ios-,ital in For: Leavenworth, Kansas) was included in the sample.



hospital for each of the service branches for inclusion in the studv, the

catchment areas of one Marine hospital and one Air Force freestandinv

clinic were also selected.

Table 2.2 presents information on the eleven selected base hospitals.

TABLE 2-2

DESCRIPTIVE DATA ON THE ELEVEN SELECTED BASE HOSPITALS

SELECTED FACILITY SERVICE NO. OF OPERATING
CATCHMENT BRANCH BEDS HOSPITAL

AREAS AFFILIATION IN FY 1976 SIZE

Base Hospitals
NRMC Portsmouth, VA Na rv 729 Large
NRMC Memphis, TN Navy 142 Mediu.
N\2C Bremerton, WA Navy 113 Small
N.LC Camp Pendleton. CA Marine 424 Large
AFH Travis AFB. CA Air Force 333 Large
AF-H Andrews AFB, .MD Air Force 240 Mediu-
AFH Holloman AFB, NM Air Force 25 Small
Ali Ft. Sam Houston, TX Army 550 Large
All Ft. Carson, CO Army 174 Mediur.
AH Ft. Leavenworth, KS Army 52 Small

Freestanding Clinic
AFC Duluth International Air Force None

Airport, L

Within each catchment area, and within areas not included within any health

care catchment area (i.e., 'remote areas"), a sample of active duty personnel.

retirees, survivors of active duty personnel, and survivors of retirees were

drawn. Within each of these beneficiary populations a random sample was drawn.

Branch of service of military soonsor was not explicitly used as a stratification

variable for samplinv purposes, for it was assumed that the base hospital selection

72/ Small hospitals had 115 or less operating beds in Fiscal Year 1976, medium
size hospitals had between 116 and 270 operating beds, while large hospitals
had over 271 operating beds. Cost and Value Survey, ). 217.



p'rocedure described above would guarantee that each branch of service

would be adequately represented in the sample. It was alsc assumed that

randon samplinE within beneficiary populations would ensure that ninori-

ties and women, as well as officers and enlisted men, would be present

in the sample (in adequate numbers) in proportion to their representation

in the beneficiary universe populations.

The basic unit for sampling purposes was the beneficiary family: that

is, the military sponsor and all members of the household who are eligible

for MHSS benefits. In the case of active duty personnel and retirees.

the survey was addressed to the military sponsor. In the case of survivors,

the survey was addressed to the spouse of the deceased military sponsor or

to the guardian of children who were eligible for 1ISS benefits. The

questions in the survey referred both tc the survey recipient and to his

dependents, except in the case of surviving children where the guardian

was not eligible for hfHSS benefits.

The survey sample design called for a total of approximately 5,345 MHSS

beneficiaries to receive the survey, with the total to be distributed as

follows among the various beneficiary populations:

o 3,000 active duty personnel were to be sampled, with 250

beneficiaries to be samples from each of the 1] selected

military hospital or clinic catchment areas, and 250 bene-

ficiaries residing in remote areas to also be sampled.

o 1.625 retirees were to be sampled with 125 retirees to be

sampled from each of the 11 selected military hospital or
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clinic catchment areas, and 250 retirees residing in remote

areas to also be sampled.

* 320 retiree survivors were to be sampled, divided equally

between survivors residing in remote areas and survivors

residing in the 11 military hospitals or clinic catchment

73/
areas. -

* 400 active duty survivors were to be samoled, divided equally

between survivors residing in remote areas and survivors

residinz in the 11 military hospitals or clinic catchment

74/
areas. 74

The survey was distributed to the selected beneficiaries during the early

part of the Summer of !978 in government franked envelopes, along with an

introductory cover letter from the Office of the Assistant Secretary of

Defense for Health Affairs explaining the purpose of the survey and urging

the cooperation of the beneficiary (see Appendix A). Approximately three

weeks following the mailing of the survey a follow-up letter was sent to the

beneficiaries who had not yet responded emphasizing the importance of their

responding to the survey and requesting that they mail back the completed

survey as soon as possible (see Appendix B). Other follow-up measures

included the mailing of another copy of the survey along with the cover

letter described above, with an additional overprint (see Appendix C) to:

o All survivors of active duty personnel who had not responded

to either the original mailing or to the follow-up letter.

73/ Sampling within these 11 catchment areas was random with no specific

allocation of the sample to given catchment areas.

74/ Ibid.
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o A sample of active duty personnel residing in the Memphis.

TN, Travis AFB. CA and Camp Pendleton, CA catchment areas

who had not responded to either the original mailing or

to the follow-up letter.

Approximatelv 175 survivors of active duty personnel and over 150 active

duty personnel received this second survey mailing. These groups were chosen

because of their low response rates relative to other beneficiary populations.

-Mr



DATA COLLECTION

Survey Response

Overall the response to the military health care benefit survey was

acceptable with over 63' of those who received the survey actually com-

pleting and returning the instrument. For each of the beneficiary cate-

gories (i.e., active duty personnel, retirees, survivors of active duty

personnel, and survivors of retirees) an adjusted response rate was

computed.

The adjusted response rate takes into account such factors as bad

addresses, discharge fron: the service, death or severe illness of the

beneficiary, etc. For examrie, the adjusted response rate of active

duty personnel is equal to the number of completed surveys returned by

active duty personnel divided by the number of surveys mailed minus the

number of surveys returned to sender because of a "bad address" multi-

plied by one hundred. The adjusted response rates for each of the bene-

ficiary categories are presented in Table 2-3.

TABLE 2-3

ADJUSTED RESPONSE PATE BY BENEFICIARY CATEGORY

BENEFICIARY ADJUSTED
CATEGORY RESPONSE PATE

Active Duty 59.157
Retirees 69.96
Survivors of Active Duty 53.61
Survivors of Retirees 79.74,

Survivors of retirees had the highest adjusted response rate of any

beneficiary category with nearly 807 of the survivors who received the

I



survey conPieting and returning it. Retirees aisc have a very high adjusted

response rate w:ith nearly 7C, of survey recioients coT:Ieting the survey.

The ad4usted response rate for active duty personnel is 5 ,, while for survi-

vors of active duty Dersonnel it is approximately 54,.. The relatively low

adiusted response rate for survivors of active duty >ersonne! may be Dartialiy

a reflection of the inadequacy of the VA survivor lists used as a source for

sampling. There apparently are some significant differences in rules of

entitlement to VA and {SS benefits; not all VA beneficiaries are eligible

for :Z,2SS benefits. In fact. approximately 8, of survivors of active duty

personnel whose names had been drawn from VA lists wrote to the contractor

stating that they are not elicible for vMSS benefits. This difference is

due to different standards utilized by the VA and the I2ISS in determining

the dependency of parents on the deceased active duty member. Thus, the

lower adjusted response rate for survivors of active duty personnel mav not

be indicative of disinterest in the subject matter of the survey -- at least

not on the part of those who actually are KiSS beneficiaries.

The response rates were as high as they were because of the careful

follow-uc procedures which were undertaken in connection with this survey.

Table 2-4 shows the impact of the follow-up letter which was sent to non-

respondents and the second mailing of the survey by presenting adjusted

response rates (broken down by beneficiary class) at three points in the

administration of the survey: before follow-up letters were sent out,

after follow-up letters were sent out but before the second mailing of the

survey, and after the second mailing of the survey instrunent. The survivors

of retirees adjusted response rate showed the most dramatic increase, nearly

increasing by two and one-half times as a result of both the follow-up



letter and a second survey mailing.

TABLE 2-4

ADJUSTED RESPONYSE RATES 76/

A ALYTZED BY 1,HEN CO>PLETED
SURVEY WAS RECEIVED BY THE

CO'TRACTOR

BENEFICIARY CATEGORY

TIME AT WJHICH COMPLETED ACTIVE SURVIVORS OF SURVIVORS OF
SURVEY WAS RECEIVED DLTY RETIREE ACTIVE DUTY RETIREES

Before Follow-uD Letter 37.70 44.03 22.22 43.13
After Follow-un'Letter 19.35 25.63 23.61 38.89

but before Second
Mailing of the Survey
Instrument

After Second Mailing of 0.80 - 0.81

the Survey Instrument

For active duty personnel the response rate was analyzed by branch of

service of military sponsor and by rank (i.e., officers versus enlisted

personnel). In order to ensure that the sample is relatively representative

of the active duty beneficiary population, a set of stratification weights

was developed which took account of the differences in response rates and in

75/
the nrbeT of servicemen sampled from each branch of the service. -

75/ Cost and Value Study, Appendix D.7.

76/ Adjusted response rate is defined as the number of completed surveys
received divided by the number of surveys mailed minus the number of
surveys with bad addresses minus the number of survey recipients who
are severely ill or deceased multiplied by 100.



The study also found a significant difference in response rates between

officers and enlisted men (pay grades E-1 to W-4). Officers have neary a

20, higher adjusted response rate than enlisted men (74.00 versus 35.86.

Although officers represent approximately 13." of all active dut personnel -

they constitute 2'.7% of the sample because of this response difference.

In order to assess the extent of non-response bias and to analyze the

reasons why beneficiaries failed to respond to the survey, a small sarmple

of active duty non-respondents (approximatelv 1.6% of active duty non-respon-

dents) and of retiree and survivor non-respondents (approximately 2%' of retiree

and survivor non-respondents) were contacted by telephone. Information was

collected on their sex. age and number of dependents, education, marital

status, and health care service useage. They were also asked -- Question 37

of the survey: "If all health care benefits were eliminated for dependents.

retirees and survivors, how much additional compensation would the govern-

ment have tc provide vou per year to keep you as well off as you are now."

lable 2-5 summarizes the efforts to contact active duty non-respondents.

The study attempted to reach a total of 81 active duty non-respondents. Approxi-

matel> one-third of the non-respondents had been transferred from the military

base to which the survey(s) and follow-up letter had been mailed. An additional

10% could not be located because the "base locator" and/or personnel office

had no information about them at all. Approximately 4% of the non-respondents

may have never received the survey. We were unable to find telephone numbers

for approximately 15% of the retirees and survivors. We do not know to what

77/ Selected Manpower Statistics, p. 39.
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Survev Analyvsis

ThE analvsis weighted beneficiary resoonseFe by three ma~cr statfiCatior

arables: () beneficiary cactecorv ~:e. a ctiv dNECuty, personnel and :heir

denendents. retirees and their dependents, survl'vors o: retirees and their

dependents, and survivors ofl active duty personnel aric tneir depenaents) ,

mi itarv medical facilityv coveraze (i -e. . whe ther the beneficiary f aily1% isC

in a remote or in a catchment area, and if it is in a catchme.)nc area, Whether

it Is served by a militarv clinic, small Tnil itarv hosrital. medftom-s ized

hos-ita'.. or bya Iarge lhos-ital') and (3) service b~ranchn affiliation. of



7..itarv sponsor kZ.e.. ir what branch of service the active duty member or

retiree. or the deceased active cutv member or retiree serves ,r serve: .

ror examole, the responses of Navy" active duty nersonnel statione: irn the

:zR :C Bremerton, Washinton base hospital catchment area were weighted by

the number of naval active duty personnel serviced by small hospitals,

while the responses of the Air Force retirees residing in the same catch-

ment area were weighted by the number of Air Force retirees receivinc mei-

ca' care frow small hospitals.

The details of the weighting scneme, including the methodclogy for cal-

culating the weights and the actual weichts themselves, are available in

the Cost and Value Study. The acrlication of these weights makes the

samcle more crecisely recresentative cf the overall ESS beneficiary nor-

latlon and of the individual beneficia-" categories.

:r Table 2-6 a sumary of major population characteristics is cresentec.

Since the sam!e was designed to be representative of the types anc sizes

o: DOD establishments and was essentially rando within establishment, the

results should be representative of the entire poculation of military healt-

care beneficiaries (within stratified grours and w¢hen weighted for stratifi-

cation).

7he tabulated results include about 1.500 active duty personnel, 1,100

retirees and 50 survivors. The sample, when analyzed from the pcint-of-

view of service, included about 277 Nav, 27I Armv, 35C_ Air Force. 9'

M'Iarines and 27 were more thar one branch. The Air Force is obviously

7C, Cost and Value Study. Avnendix D.7.
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.REt Surv. AD. Surv.-Rec.
Beneficiar% 52 -7,7
C-atezory(59 .3 k3 v ,

Ar .v Navy Air Force Iarr-nes MuLti'cle Branches
Servce 887 596 811 170 58

(35.2) (23.6) (32.2) (6. (2.3)

EI-E3 E4-E6 E7-E9 W1 -1'4 0)-03 04-06 07- 10
Rank i29 918 659 67 161 539 13

k 36 .9) (26.5) (2.7) (6.5) (21 .8) (0.5)

Male Female
Gender 2328 1-9

(92.3) V .5:.

Never Married Married
Married Both Mil. ,ilitar, Divorced Senarated Uidowed

arital Status 88 37 2003 158 67 "6)

(5.5) (1.5) (79.7) (6.3) (2.7) (6.-)

0 1 2 3 _ 5 or X ore
Numbe7r of 28 -- 95 557 287 260
Deoenaents '1>2) (29 .0) (19.7) (22.2) (11.4) (6.3)

Less Than Hich School Some Colleoe More Than
HS Graduate Graduate Cciepe Graduate Cclleze

Education - 806 823 252 44.

(7.0) (32.1) (32.8) (]0.3) (17-.8)

B. e Black Hisn)anic Amer. Ind. slander (Other)
Ethnic 211 230 69 11 38
Backcroumnd (85.9' (9.3) 2. 8) (0.5) (1.5)

Christian No
Protestant Cat olic Jewish Mormon Scientist Other Preference

Religion 1S62 692 26 36 20 55 2-5

(62.8) (23.3) (.9) (1.2) (.7) (I.6) (9.3)

99 -99 10-19,999 20-29,999 30-39,990 40 or MIore
Income 622 921 551 196 103

(26.01 (38.5) (23.0) (8.2) (4.3)

-- .unbers iv parentheses are nercentace of sample resnondents.
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over-rerresentec, both because of response rate and the samnilinc Procedure:

however, this was correctec in the weighted results. Females account for

372 of the samcle and minorities 14.

The data presented in the preceding section. Survey Response, describes

the sampling procedure and response for the survey. The survey instrument,

however, when describing the alternatives states that: "If you are on

active duty' you should also assume that vou would continue to receive care

on>y chrough unifo4ed services facilities -- the changes in benefits dis-

cussed below would apply only to your dependents." 80/ Specifically, sinzie

active duty oersonnel would not have a choice, they would continue to receive

care in mi:.tarv facilities. Because of this and because any response to

alternatives that wotuc have no effect would be cuestiCnable, these responses

(506; were not included in the analysis. Those responses are not included

ir. Tares 2-6 through 2-10 but are included in the succeeding section of

Samnrle Rerresentativeness to provide a better basis for comparison.

In Tables 2-7 and 2-S detailed data on medical visits and facility usage

are cresented. While the Military Health Care System collects certain data

or. usage which were utilized in this report, - no data is available at

this level of detail for all of the beneficiary groups. It should be noted

here that this is self-reoorted data and thus may not be more accurate than

82/
any other system of recording. 

-

80,' See the Survey Instrument in Appendix A.

F'l DO) Health Services Demand Model.

SI' There are obvious differences of opinion on the most appropriate data

collection method for determining this dara.
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TABLE 2

ANALYSIS OF CFIARACTERISTICS BY BENEFICIARY CLASS ( TANS)

Active Duty Retirees Surv. A.D. Surv. Ret. All

Years Served 1.5 21.2 9.3 23.2 Jr.-

Age of Respondent 31.9 52.7 59.1 59.4 43.5
Nnmmber of DeDendents 2.6 1.9 .8 2.1
Oldest Dependent Age 29.8 48.3 27.2 24.0 38.6
Second Oldest Dependent Age 9.5 18.0 14.9 15.7 12.8
Third Oldest Dependent Age 8.2 14.1 12.6 12.4 10.4
Fourth Oldest Dependent Age 7.3 11.3 10.9 11.7 8.9

TABLE 2-8

ANALYSIS OF RESOU_-RC:S BY BENEFICIARY CLASS (MaA , VALUES)

Active Duty Retirees Surv. A.D. Surv. Ret. All

Travel Time Min. - Res-. 17.2 29.4 25.4 31.4 23.7
Travel Time Min. - Dep. 19.6 27.1 23.7 26.5 23.-
Appointment Time Days - Resp. 7.3 .11.0 10.9 12.6 9.3
Appointment Time Days - Den. 13.1 11.6 11.3 33.9 12.5
Waiting Time Min. - Resp. 31.3 35.5 41.3 40.6 33.8
Waiting Time Min. - Dep. 44.1 38.2 71.9 64.1 41.7
Medical Costs for Year $147 $3/4 S310 $28S 8251

TABLE 2-9

AI:.LYSIS OF OUTPATIENT UTILIZATION 3Y BENEFICIARY CLASS (MEANK VALUES)

Active Duty Retirees Surv. A.D. Surv. Ret.

Respondents
Visits/Month 0.899 0.945 1.332 1.064

to M SS 90.8 51.1 29.9 43.7

Dependents
Visits/Month 1.563 1.251 .950 1.08Z

Visits to 2-lSS 79.5 44.8 36.3 30.0



....... .. ..A - UTILIZATIO: PY ENEF7CIA'Y C7ASS (IEAN VALUES)

Active Duty Retirees Sur.v. A.>-.. Surv. Ret.

Respondents
Days HstaLzation'Year 0.S8 2.>888 3.i54 -'.288

Percent in a.SS 96.0 38.2 9.0 L 9.3

Dependents
Days Hospitalization/Year 2.235 3.073 .819 2.389
Percent in MHSS 71.3 36.5 0 32.8

The usage numbers shown are probablv hih compared to the general popula-

tion and "costing" them out usin2 averace civiliar prices would yield costs

in excess of tvical insurance Dlans or HMOs. These differences may be due

to a n,=nDer cf factors. e.g., (i) a high standard of livinz and health

consciousness. leading tc zreater use, (Z) free access or (3) a bias in

the responses -v those who are users. Al7 of these elements n.av be causes

and interact with each other, but they are stated above in order of believed

importance.

re 1978 Utilization Survey was concucted durins the same time frame as

the Cost and Value Survey to obtain a base of knowledge about the SE bene-

ficiaries. This study will ma e extensive use of the results of the utiliza-

riot. survey because, often times, it is the only reference data available.

T-he two surveys did have differing methodologies in measuring utilization.

Spetficall y, the Utilization Survey used a 12-month recall while this stud'

used a 30-day period. Given that difference the utilization reDorted was

not at al siilar. *owever, when the respcndents reported where they had

received care, the two surveys repcrted similar data.



T.ABLE 2-.21

DISTPRIBUTION OF UTILIZATION - ACTIVE DU7f AND RETIRED CATEGORIES

UTILIZATION 83/
S -RV Ey SA !L,

Percent of Total Outpatient
Visits/Month to a I{SS

Facility
Active Duty Personnel 93.9 90.8
Active Duty Dependents 78.2 79.5
Retirees 52.6 51.1
Retired Dependents 47.4 44.8

Percent of Total Days
Hospitalized/Year in an

!51SS Facility
Active Duty Personnel 96.0 93.5
Active Duty Dependents 71.2 66.1

Retirees 55.3 38.2
Retired Dependents 40.1 36.4

Sample Renresentativeness

As a measure of the representativeness of the sample, selected demographic

variables from the sample for active duty personnel were compared with those

knoun for the active duty population. These population parameters were drawn

from Selected Manpower Statistics. The selection of particular parameters

examined was limited to what was available in that source. The statistics

compared were gender, age, rank, educational level and branch of service.

Gender - The Selected Manpower Statistics indicate that 6.5, of the active

duty personnel are females. 94/ Of the active duty respondents in the sample

8.3* were females.

83/ Data is from the Utilization Survey Files.

84/ Selected Manpower Statistics, p. 64.
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Age - This parameter indicates that there was a sanple bias in response

rates. The sample over-represents those thirty and above and under-repre-

sents those young men and women beginning their service careers kace 17-24).

This ever-representation is the result of low rates of response among the

younger personnel and two other factors.

One is the survey procedure used to randomly select the personnel who

were mailed a cuestionnaire. The names and addresses were drawn from tapes

in the Defense Manpower Data Center (D!'mC). These tapes are in turn

generated from input from the Services personnel centers -- meaning the

tapes are somewhat dated by the time they reach DbDC. The information aged

even more by the time the survey instruments were mailed out and received.

This is particularly important when examining the response rates of the

lowest ranking enlisted/officer personnel who are generally in training and

move to several different locations during their first year in the service.

A typical experience would be two months basic training (three months officer

candidate school). three to four months technical schooling, one month

leave and then on to the first permanent assignment. All of that mobility

presents ample opportunity for a self-administered, mailed questionnaire

to miss the individual respondent. Even if it does reach the intended

respondent, that mobility also increases the chance that the individual will

misplace the instrument before it is completed and returned.

The second factor is also related to the sample design. The eleven

facilities were selected to maximize the variety of settings in the blSS.

Some groups were intentionally over-represented, such as the remote and

the Air Force freestanding clinic areas, so that beneficiaries residing in



6

these areas would be samnpled. The original sample facilities were not

intended to be reoresentative of the population as a whole, Retroactivelv,

weighting was applied to make the sample data more representative of the

2SS United States population as a whole. The weighting corrected for

beneficiary categorv, type of military facility and service branch of

sponsor, but not for rank.

TABLE 2-12

DISTRIBUTION OF AGE - ACTIVE DLTY CATEGORY (PERCENT OF RESPO:TDENTS)

SELECTED

MANPOWER 95/

AGE STATISTICS - SA!IPLE

I7-19 14.7 6.1

2-A 37.6 30.1

25-29 18.5 19.5

30-34 12.5 16.5

35-39 10.0 14.6

4D-4& 4.5 9.0

,45-49 1.6 3.1

50 and Over 0.4 0.9

The other selected demographic data also reflects the under-representation

of the lower-ranking active duty.

Rank - Since the military is a two-tiered pyramid there are two entry

levels (E- and 0-1) and the under-representation is reflected at both of

those levels. Since rank is to some (a large) extent a function of time in

service and ave, the under-representation of age is illustrated in the lowest

(El, E2, 02 and 02) ranks in the two hierarchies of the pyramid.

85/ Ibid, p. 48. This contains some survey data and is for the worldwide

forces not just those in the forty-eight Continental United States as

is the samole.
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TA3LE 2-1.3

DISTRIBUTION OF ?A:, K
ACTIVE DUTY CATEGORY

(PERCENT OF RESPONDENTS)

3ANK 36/ SELECTED MMOWER 87/

- STATISTICS - SAMPLZ

07-010 -0.4
06 0.6 1.7
05 1.5 4.4
04 2.3 6.5
03 4.4 6.5
02 1.6 1.1
01 1.6 0.4
WI-W4 0.8 0.8
E9 0.6 1.2
ES 1.6 2.6
E7 3.7 9.7
E6 9.7 12.1
E5 15.7 18.5
E4 19.6 16.2
E3 17.0 14. 7
2 .0 3.0

El 7.7 0.2

Educational Level - The under-renresentation of younger personnel is also

reflected in the educational level comparison.

TABLE 2-14

DISTRIBUTION OF EDUCATIONAL LEVEL
ACTIVE DUTY CATEGORY (PERCENT OF RESPONDENTS)

SELECTED MANPOWER 88/
LEVEL OF EDUCATION STATISTICS 88 SAPL

College Graduate or More 14.0 25.5
Some College 14.5 30.9
ligh School Graduate 60.1 41.0
Some High SchooL or Less 0.6 0

86/ See Appendices D and Z for an explanation of rank.

37/ Selected Manpower Statistics, 1. 43. This contains worldwide data, not
just the forty-eight Continental United States as is the samnle.

38/ Ibid., p. 60. This data includes worldwide data, not just for the forty-
eight Continental United States that are included in the sample.
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The over-represented personnel have had the time and/or opoortunitv and

incentive (promotions) to continue their education, while the younger

personnel have enlisted right after completing high school.

Branch of Service - The samole was not representative of the known pooula-

tion and was weighted to correct for this known bias.

TA.BLE 2-15

DISTRIBUTION OF BRA-NCH OF SERVICE

ACTIVE DUTY CATEGORY
(PERCENT OF RESPONDENTS)

SELECTED .MIANPOWER 39/
BRANCH OF SERVICE STATISTICS - SA LE

Army 37.4 33.3
Nay 25.7 24.5

Marines 9.3 11.9

Air Force 27.6 29.6

Multiple 3ranches 0.7

i1nis is a function of how representative the facilities sampled are of the

known population since branch of service was one of the factors weighted. The

sampling procedure was random selection within a stratified sample. Weighting

has corrected for differing response rates within each cell, but is not designed

to correct the universe. One of the criteria in selecting the status to insure

that the full range of practice settirgs within the MHSS was included. An X\ir

Force freestanding clinic and the Marines were specifically included for this

purpose. What resulted was inclusive of the whole range of military medicine

in the United States but not representative.

89/ Ibid., p. 35.



67

Next the accuracv of the variable measurements obtained for the retired

population was examined. Since no population narameters are available, the

sample data was compared to that from another survey completed at abcut the

same time, with the same target population (the 1979 Utilization Survey).

As the following tables illustrate, the sample data closely resembles

that from the comparison survey. The close match argues well for both the

strength of each sample and for the probable population parameters.

TABLE 2-16

DISTRIBUTION BY GENDER
RETIRED CATEGORY (PERCENT OF ?aESPONDENTS)

UJTILiZATION 90/
CE"NDER SURVEY SAMPLE

'!ale 97.2 97.6
Female 2.8 2.4

Ethnic 3ackground

TABLE 2-17

DISTRIBUTION BY ETHNIC BACXGROLND
RETIRED CATEGORY (PERCENT OF RESPONDENTS)

91 /
I TIIZATION 9

ETc IBACKGROUND SLRVEY SA2L7

White 39.4 89.9
Black 6.3 8.0
aispanic 1.4 1.4
)ther 2.3 1.0

90,' Danny 2ook, Demovrapnic Data of Militarv Beneficiaries. ,. 10.
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TABLE 2-13

DISTRIBUTION BY AGE

RETIRED CATiGORY (PERCrNT OF RESPONDENTS)

92/
UTILIZATION

AGE S URVEY SAN-PLE

0-3 0 0
6-17 93/ 0 0
18-34 - 2.3 3.9

35-54 53.9 53.6
53-64 32.6 31.3
65- 11.4 12.3

TABLE 2- 19

DISTRIBUTION BY RANK
RETIRED CATEGORY (PERCENT OF RESPONDENTS)

.... ,95 /
94/ UTILIZATIO, -

RANK - SURVEY SAH L E

07-010 0.4 0.4
04-06 96/ 25.1 25.7

01-03 - 4.2 3.7

W1-W4 5.1 4.1

E7-E9 37.2 35.6
E4-E6 24.1 27.8
EI-E3 -

92/ Ibid., p. 10.

93/ Ibid.

94/ See Appendices D and for explanation of ranks.

95/ Demographic Data. p. 15.

96/ These are rersonnel who were medicallv retired with a disability pension

with less than 20 years service.

971 Ibid.
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TA3LB 2-20

DISITIBIUTION BY EDUCATIONAL LEVEL
RETIRED CATEGORY

(PERCENT OF RESPONDEN;TS)

UTILIZATION 
21'

EDUCATIONAL LEVEL SURVEY SI 'LZ

Some or Comolete College Graduate 13.1 1.1
College Graduate 8.9 12.1
Some College 33.1 34.2
High School Graduate 37.9 30.
Non-High School Graduate 6.3

TABLE 2-21

DISTRIBUTION 3Y MRITAL STATUS

RETIRED CATEGORY

(PERCENT OF RESPONDENTS)

99 /
UTILIZATION -

MRITAL STATUS SUVY SA2 L:

Military Spouse 4.3 2.9
Civilian Spouse 85.0 61.9
Never Married 3.3 6,9
Divorced 5.3 6.9
Wqidowed 2.7 2.7

TABLE 2-22

DISTRIBUTION 3Y FA,\ILY NCOY
RETIRED CATEGORY

(PEaCENT OF RESPONDENTS)

UTILIZATION 
1

.A,,UAL INCOME SURVEY SAMPLE

50-10,000 10.8 15.2
10,000-20,000 40.3 36.9

20,000- 30.000 30.8 29.7

30,000-40,000 11.3 1
40 ,100- 50.000 3.3
50,000 and ',!ore 4.0 -. 3

98/ Deno.raphi,: Data, -. '2.

)9, 1bid, p. 11.

[130/ Ibid. -. 14.



A similar bout more limited -comrpar'son -was mnace in data gathered in th"e

survivors categor-y of 'beneficiaries. There are no known parameters -for the

suar-ivor oopulation, not even as to t:heir total number. lie results from

ttne Utilization Survev were again used as a basis for comoarison as no other

data is available. The comoarison was comoLicated bythe differing mlethodolo-

gies used in the two studies. The Utilization Sour-:,ev has data available on

each member of the respondent' s amlwhile this st _dv's data rerl-ect. tned

ran-iv data in aggregate only. Some manipulation of: some of the c:amole

-haracteristics was necessary -o allow for their use in a comiparison.

Th ables that follow indicate that tetosresrahaila

samoles o: survivor oeneficiarv class. However, the match-uo is not nearly-

as close as it is with --he retirees. This unclear area reflects the lac- of

I lowiedge about -!,-is heneficiar-;r class througnout the MHSS. u'o ine is sura

ow many s-vior re elzi l fr cae i the - {S e alone -''n or her

tnev are. Th e ists or: names and addr-ases ;sed _'n samiLing for h-oth surveys

came from the Veterans Administration. for th'e survi1vor categ'or;. The Veterans

Administ rat ion oses a dcirterent !ef:1iiti4on D' fi~i~- or care, so th-at

some families sent quesctnnaires were not :z~ for cara in th e qSS.

aoling for :hIe retiree and active duty n-oculations is easier. since tne",

receive checks regular Ly and 'nence have relatively current names an'd addresses

available.

.-o re d e f n it iva data on -he characteristics c th e sr v i vor c) 1'La z io 'n 'S

wait imo~e-.entat:ion )f the Defense Enrollment ~iit: -ReDo r- nc oSt-;ce r

wotrLdwide 'oasis rnethne next fi~ve years. * 'nt: thiat r 4ire -2 :rmTnar- rl:n

-nace in Tib*,es :-2 trougn --~ire the est i ata i'.



TABLE 2-23

DSTRI3U:T'T 3Y RANK
SIRVI VOR CATEGORY

.PE RCENT OF SPONSORS)

I01/ UTILIZATION -

RANK S UTVEY S A-% T z

0 7-0 10 2.6 ).
04-06 25.4 26.
01-03 7.4 3.5
' 1- W 1 5. 1 3.1

E7-E9 35. 0 1 7. 3
E4-E6 23.3 31 .3
EI-E3 1.6 13.2

TABLE 2-24

DISTRIBUTION BY EDUCATIONAL LEVEL

SURVIVOR CA:EGORY

(PERCENT OF RESPONDENTS)

UTILIZATION -

EDUCATIONAL LEVEL SURVEY SUgLE

Some or Completed Graduate School 16.9 11.1
College Graduate 10.9 7.6
Some College 25.6 21.5
H igh School Graduate 34.1 29.2
Non-High School Graduate 12.2 30.6

10/ See Appendices D and E.

102 / Demograohic Data, p. 1-i.

33/ 'bid, r. 29.



TAzB3,LE- 2 - 2

DISTRIBU:'TON 3Y -7NDEER
SURVIVOR -CAT 7GO RY

(PE231CENT OF RSODNS

UTILIZAMTON 1
GENID ES. SURPVEY s A IP L

Male 5.8 13.,)
Femala 94.2) 37.3

TABLE 2-26

DISTRI3L:TION, BY ETHINIC 3AC-GROUND
SURVIVOR CATEGGO7.Y

(PERENTOF RESPOND)ENT7S)

UT L I ZAT 1ON -05

IXAC SURVEY s A-1T

90.7 38.9
31 acA 4.5

Hisoanic-.
Or-her 3.4

TA-3L E 2 2

DISTRIBUTION, 3Y AGE
SURVIVOR CATEGORY

( 0 ERENTOF SA\1,LE)

UTILIZATION 106/
AGE SURVEY S-A1TL E

)-723.92.1
13- 3,4 2. 3

35 19. S. nO

o 2!.5

'0-. -iese data were L~ace fro ie "tilization £l.rvev daclbae

3,' -b~

~o' Demo-granti., .t.~ '
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?earson's R - T hl, L.s a 7.easire of associati-cn oet-ween. ---c varar'es.

itcniates both !the degree :ff associat-ion anc ieto as i't v;aries fromt

to - 1.0. The stronger tne dagree. of association, The hihrthe abo-.:e

valu-e oif a will' be. The sign off ?. ind-icates the direction of the rel-ationsn .-

Thlis is, it- 7,s posicive, the value of one variaole will increase or cecrease

vio :eother variable. On !:.-e other hand, iff R is negative, the *;-alues of

the two variables will nrove in opposite directions. I-

Mul~o~~e~esson Mutiple regression is a multi-variate nechni:ue

whnh exulo res :he linear relationship (if an' between :he decendent anrc

intdecendent variables. The procedure devises that fu-nction which, minimizes

:ne s=o of the distances each variable is from tone function. The -Coet::-cfernts

of rOe indeendent variables in that equation provide a measure or ooth the

direction and strength of th relationship. Standardized coeffizi-2nts

standard deviations of aLI variables e'qua- :o one) are 1;sec -o a~lov o

13!
,oarc-sons amrong variables measured in different units. -

Discrininatz knalv7sis - Discriminate analysis is designed to wveight

and combine viariabl~es in a linear function so as to make groups asstttr~

-istinct as ?ossioL e.. o7-is stud, was designed to "liscrininate ' b)etweeni those

who preferred -an alternative and those who ia not. .The st:atistical seoara-

:ion was to be based on the group ing off cases based on the independent

variables gathered in the suirvey instrument. Each variable was selected (or

nct seec :d ased o-i its contribution to separating -he c-asesinorerne

oi . -)- : ,-I.



versus no rreference. u-e variables -'at w"ere 3Elec:ed are .. ... e:

n a linear ecuaticn riwhose coefficients are i:miifr - -hose in re2ressi=n

equation. o .i a c is, ose zoeffients Iescr4he 5oth the ire c ti ani 3zrer.g h

or The oon riourion. -

____bl. 20. 434- .A1.



LI.!ITATINS

Three major limitations hampered the study: the use of hvoother-_al

rather than actual alternatives, the use of a survey instrnent Aesizned

for another purpose, the absence of detailed responses to some if che

variables. A more detailed discussion of each follows.

First, the study used hypothetical alternatives rather than examining

the actual enrollment choices of a given pooulation. This raised three

difficulties. The resoondents did not have much detail available on the

specifics of each alternative. Since the alternatives offered were hvOo-

thetical, there were, in fact, no other details to be had. Since the

alternatives were only presented in a self-administered survey instrument,

there was no source for the respondent to turn to for clarification and/or

further details. If these were to be offered in a normal work setting there

would be various handouts available to explain details and a point-of-con-

tact in the union hall or personnel department or both to provide exolana-

tions and to answer inquiries.

More importantly, however, the use of hvoothetical alternatives leads

to the difficulty of the difference between what the sample -opulation scys

it might do as opposed to what it actually would io when presented with the

113/
concrete choice. No attempt was made to assess the actual dimensions

of this gap. It is significant in this study since sizeable proportions of

the beneficiary oopulation may not have had substantial experience with

.ether systems, espeziall; -s, and may not be wi llna to change to an

5/ Irwin Deutscher, ".hat W'e Sav/lhat We Do.



infa.ii ar alternative when given the actual :hoie. iow:- -r e

for an alternative in an anonrnous cuesti:nnaire 's not 2s -hreateninc as

an actual change and may even be seen as a way o e::nressinc ::issastiactin

with the oresent system without a threat of renrisal, in anr event, :*-e

size of the gap between what people say they might io and -,what :hey ac:ualv

will do went ,unmeasured in this effort.

The second limitation is that of using a survey instrument that was

designed for another ournose. Schuman and Presser's recent wor.- Ii6

oointed out -he difficulties in resoonse to the same cuestion worded in a

di::ering manner. %Chat effect different wording cf the alternative ,c-estions

i.ave had is unknown. Likewise, the responses miht have been d

:f :he cuestions had been presented as a separate section of another survey

instrument or in a survey instrument of their ow-n.

And, thirdly, the survey cuestionnaire did not -ontan data e-emen: s to

define scme of the variables as orecisely as w ould have been desired. A dif-

ferent measure of geograoic ilocation would have allowed an inspection D:

varying preferences along w ith the differing utilization catterns and

market penetrations of -D!Os that exist in different regions at t'e United

States. Similar>, a rural/urban variable would be appropriate. Given che

117/
importance of the presence of a usual source of care in previous studies, -

a specific qcuestion about a primary source of care would have been oreferable

167 Howard Gchman and StanLey Presser, "The 'Den and Closed Question,"
American Sociologic'al Review, Dctober 1979.

>l.' 3erki, et al., 'nrollment Choie in a Multi- C Setting," and "Entoil-
.ent *Coices in Different Thynes of '4'4s,' Scitovsky, '!cCall and 3enham,

3Choice 3etween Two ?repaid ?lcns.i Roghmann, et aL., ".ho Chooses
Prec.a~id MedicaL Care"?



in :his ins:r=..en:. ins:ead, the variable hadto z e inferred. ., 0 eS ns

were asked about ther e~xeriences with alternati:e eLer sems.

would be articuilarly important in anaizn a scated oreference -o' a HYC.

And, similarly, resnonses to ony one aspect of sat4sfaction were zatherec.

There are several others (such as courtes; of the staff and the :roviier)

-hat one exnects would influence a -reference that were not measured. ur:her

studies should note this and include additional queries in the area of satis-

faczion.
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3ranch of Service -The only. compLicarion in thi--s 7neasure ( Duesztion

was that c-ategory! of indiviiduaLs who ser,.,ed in more th.-an o-ne 'Dranch --,-
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youngest and oldest family members (chi square 2576.504 with 8 degrees

of freedom and a significance of 0.0000 and Kendall's TAU 3 of .64006 with

a significance of 0.0000), the age of the youngest family member was

selected as the definition of the variable. The data were grouped as:

0-10 years, pediatrics (36.9). 11-16 years, teens (15.7), 17-44 years,

adults (20.9), 45-64 years older adults (20.7), and 65 years or more,

retired from all jobs (5.8). The same rationale that called for the

grouping of age of respondent applies to family cycle with the additional

refinement of separating pediatrics from teens.

Geographic Location - The sampling strategy was to insure that all

practice settings within the YSS were sampled; hence, a wide geographic

pattern of responses was available. The groupings that follow list not

the facility itself, but rather the metropolitan center it is located in

or near: n7orfolk, VA and Washington, DC were the East coast (16.3);

Duluth, M, Kansas City, KS and Memphis, IzN were the Midwest (13.1);

Colorado Springs, CO, Alamogordo, 'IM and San Antonio, TX were the Old

West (29.5); Seattle, WA, San Francisco, CA and Oceanside, CA were the

West Coast (17.7); and all remote (i.e., do not live within 40 miles of a

military facility), no matter where the location, were coded as Remote

(23.4). The dummy variables were East, Mdwest, Old West and West; Remote

was the residual.

Satisfaction

Satisfaction - Since the dependent variable is preference for an

alternative to military medicine, satisfaction was measured as the respondent's
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satisfaction with the quality of care he/she received in military facilities.

Question 24 asks that question of the respondent and of his/her dependents.

The choices presented are: excellent, very good, fair. poor, did not

receive any care, and no opinion. Since satisfaction with military medicine

was what was being sought, the no-care received and no opinions were treated

as missing data. The satisfaction with care received were reported in a

similar manner between the respondent and his/her dependents. (Chi square

value was 1961.452 with 24 degrees of freedom and a significance of 0.0000.

Kendall's TAU B was 0.59497 with a significance of 0.0000.) Based on that

close association the variable was defined as the response to the quality

of care received by the respondent.

Enabling Characteristics

Access

Travel Time - Policy decisions, some set in law, greatly affect any

discussion of travel time within the MHSS. An arbitrary limit of 40 miles

has been set in an attempt to insure the use of military inDatient facilities.

Any beneficiary who lives within 40 miles of a military hospital must obtain

a form certifying that the care he/she needs is not available at that particu-

lar facility before MiANPUS will reimburse him/her for inpatient care received

in a civilian facility. That 40-mile limit is absolute, no consideration is

given to actual travel time and/or physical barriers.

Another factor affecting travel time measures within the i1BSS is the fact

that there are usually large numbers of active duty personnel living on the

base where any given medical facility is located. This means large numbers
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of the population served by that facility are living nearby. All families

living in the "neighborhood" rely on the facility in that neighborhood for

care.

No question as to where the respondent considered his/her usual source

of care to be was included in the questionnaire. The usual source of care

was derived from the answers to Question 17, which asked for the number of

visits to various facilities in the 30-day recall period. If a majority

of visits reported were within the MHSS (to a military or Public Health

Service) facility, the respondent's usual source of care was assumed to

be military. If the majority of visits were to civilian facilities, the

usual source of care was assumed to be civilian. If there was a response

to the dependents' half of Question 17, the family unit was assumed to have

whichever source of care there indicated. The respondent and dependent

determinations were associated, as one would expect (chi square 168,045

with I degree of freedom and a significance of 0.0000; Kendall's TAU 3

0.27828 with a significance of 0.0000). Although the question asked for a

30-day recall, only 16 responses (0.6%) reported no care received and

hence were coded as missing. This variable was defined as the Source of

Care. Since Questions 19, 20 and 21 specified that the response was to be

in terms of the usual source of care, definition of that variable was

necessary at this stage. The responses to Question 19 were grouped to

form the definition of the variable travel time. The result was: 0-14

minutes (28.4), 13-29 minutes (56.4), 30-44 minutes (2.9), 45 minutes or

more (12.3).

-..
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Appointment Delay - The delay in obtaining an appointment was asked

in Question 20 and used for the definition of the variable. The discussion

in the preceding paragraph, in regards to the definition of usual source of

care, is also applicable to this variable. The variable was grouped into

periods of one week's duration: one week (55.1), two weeks (18.1), three

or four weeks (11.0), and five or more weeks (15.8).

Waiting Room Time - The delay in being seen after arrival at the medical

facility was the target of Question 21 and was. used for the definition of

the variable waiting room tiime. The data was grouped as follows: 0-15

minutes (26.8), 16-30 minutes (32.0), 31-45 minutes (11.8), 46-60 minutes

(17.9), more than I hour (11.6). The same determination of usual source of

care that was discussed above also applies to waiting room time.

In/Out Catchment Area - The 40-mile radius discussed previously describes

the catchiment area of a military facility. This variable is a dichotomous

one, an individual either lives in or out of a catchment area of a military

facility. The sampling technique was a stratified random sample from a

variety of catchment areas (practice settings, including "remote"); the

variable was defined from the respondent's identification number, i.e.,

whether or not the respondent lived in a "remote" area. The identification

number contained a code which specified the catchment area. If he or she

did, they were coded out (23.4); otherwise, the respondent was coded as

being in a catchment area (76.67).

Facility Size - Here again the sampling technique insured a coverage of

all practice settings. The responses were grouped according to the size of
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the facility in whose catchment area they resided. The criteria groupings

used were: remote (23.4), freestanding clinic (0), small (27.7), medium

(20.8) and large (28.1). For statistical reasons freestanding clinic cate-

gory was not used and those responses were included in the small category

because of the small number of responses - eleven (0.4).

The classification of hospitals as "small, "medium," and "large," was

based upon a distributional analysis of mean operating hospital beds in

fiscal year 1976. In that year the mean number of operating hospital beds

for a military hospital was 135.66, with a standard deviation of 179.27, a

minimum of 2 and a maximum of 1.129. For purposes of this study, a small

hospital was defined as one with 115 operating beds or less in fiscal year

1976, a medium size hospital as one with between 116 and 270 operating beds,

and a large hospital as one with 271 or more operating beds. The reader

is reminded that, since a military medical facility is responsible for all

of the health service needs to the community it serves, a 300-bed facility

is indeed, a large organization, which may serve as a referral center for

a large geographic area within the MHSS.

Income - Question 13 obtained responses that were grouped in $5.000

intervals. This survey covered family units in each stage of the family

cycle. Income measured against family cycle would yield differing results.

That is, a given income for a couple just married would represent a different

standard of living than that same income for a family with four children. It

was additionally recognized that there are certain overhead costs in setting-

up a household and that later additions to that family will not increase

those overhead costs by the same proportion. In other words, there are
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economies of scale in a household. The responses (mid-points of the groups)

to Question 13 were divided by a weighted adjusted family size to arrive

at an adjusted per capita income. The adjusted family size was arrived at

by adding a weight of one for the respondent; one for the spouse, if any,

and one-half weight for each additional dependent. The resulting data were

then grouped: 0-S5,000 (42.8), $5,001-7,000 (8.9), $7,000-10,000 (27.8),

$10,001-45,000 (20.5).

Health Insurance - The act of obtaining other health insurance indicates

less than complete satisfaction with the military health benefit. Question

26 asked if either the respondent or his/her dependents were covered by

health insurance -- either no, prepaid group practice, private medical

insurance, dental insurance, fedicare, Medicaid or their State or local

programs, CHA1US "wrap-around," Medicare "wrap-around," or Other. For

statistical analysis these responses were grouped into: Private (4.7),

Government (7.9), Prepaid (10.7), Other (6.4), None (70.2). The response

of the respondent was used as a measure of health insurance coverage. There

was a high level of association with that response and that of the dependent

(chi square of 3882.66577 with 16 degrees of freedom and a significance of

0.0000, Kendall's TAU B was 0.68264 with a significance of 0.0000). The

dummy variables were Prepaid, Private, Government and Other; None was the

residual.

Unreimbursed Medical Costs - This variable was defined as the response

to Question 22, which asked for this information for the oast year. The

responses presented in the question were grouped with $100 intervals.

Altogether a range of more than S2,000 was presented, the data was further

- - w - - - -- - - - - -. - - - -- -.- _.
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aggregated to: $0 (35.4), $100 (20.3), $200 (12.5), $300 9.-1), $400 or

more (17.7). As the percentages indicate, the distribution of resnonses

to this question presented a long tail toward the high side of the range.

Usual Source of Care - W4hether the usual source of care was military

or civilian was determined by which type uf facility the majority of visits

were as reported in Question 17. The derivation and rationale of this

variable are discussed in the definition of Travel Time,

Health Status

Health Status - A proxy, self-reoorted health status was obtained

from each family whereby the respondent indicated the health status of him-

self/herself, spouse, dependent children, and other dependents separately

in Question 15. Possible responses for each were excellent, very good,

good, fair and poor. It was hypothesized that the health status of each

member of the family affect the family unit. The health status of the

family was defined to be the worst status reported for any of the four parts

of Question 15. The distribution was: excellent (26.9), very good (31.8),

good (25.2), fair (11.5), and poor (4.7)

Provider Visits - The number of outpatient visits to health care pro-

viders was collected in Question 16. The pattern of difference in utiliza-

tion between the respondents and their dependents was first demonstrated

in the variable source of care continued in each of the three utilization

variables.

The association between the resnondent's answers and those for their

dependents were significant. The chi-square value was 433.8L692 with

.7.
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100 degrees of freedom and a significance of 0.0000. Pearson's R was

0.5620 with a significance of 0.0000. To eliminate the long tail towards

the high end of the distribution the data was grouped. The distribution

is listed in Table 3-1. Both the visits reported for the respondent and

those reported for dependents were used, separately, as a definition of

this variable.

TABLE 3-1

DISTRIBUTION OF MEASURES OF OUTPATIENT UTILIZATION
IN A 30-DAY PERIOD

RESPONDENT DEP ENDENT RESPONDENT DEPENDENT
NUMBER OF MEDICAL MEDICAL FACILITY FACILITY

VISITS VISITS VISITS VISITS VISITS

0 51.4 33.5 57.0 39.8
1 22.1 18.9 22.0 17.9
2 11.7 16.9 10.3 16.7
3 6.4 10.7 4.8 9.4
4 2.6 7.5 2.4 6.8
5 1.6 4.1 1.1 3.3

6 or More 4.2 8.4 2.4 6.1

100.0 100.0 100.0 100.0

Facility Visits - Both the respondents and dependent answers to Question

17 were used to define facility visits. The association between the two

was significant. (The chi-square value was 516.48462 with 100 degrees of

freedom and a significance of 0.0000. Pearson's R was 0.7410 with a signifi-

cance of 0.0000.) Distribution of both measures are in Table 3-1. This

measure is different from provider visits in that Question 17 asked for the

number of visits to a facility rather than to a specific provider. In the

large outpatient setting in military facilities, a single trip to a facility

may be to see more than one provider -- perhaps by more than one member of

the family.
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Hospitalization - Days of hospitalization during the last year for both

respondents and their dependents were collected in Question 13. Both were

used as definitions of the variable. The distribution of responses to

both is in Table 3-2.

TABLE 3-2

DISTRIBUTION OF MEASURES OF INPATIENT
UTILIZATION IN A ONE-YEAR PERIOD

NUMER OF DAYS RESPONDENT DEPENDENTS

0 38.2 75.5
1-7 5.9 16.6
7-14 2.3 4.2

15 or More 3.6 3.7

100.0 100.0

Deoendent Variable

Dependent Variable - Preferences for one or both of the alternatives

were obtained by responses to Questions 34 and 35. Registering a preference

for either of the alternatives versus the present health benefit resulted in

the family being placed in the alternative (29.7) category. Those who did

not register a preference in one question were coded as having preferred

the present system for that particular question. Those who answered none

of the questions were also coded as no change (71.0). It was assumed that

those who did not understand one or both alternatives would not be likely

to choose an alternative they didn't understand.

7.
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STEP 1

The first stage of analysis was a bivariate test of association between

each of the independent variables and the dependent variables. Nine of

the variables failed the screen, i.e., did not demonstrate a significant

degree of association with the dependent variable. The results of th.s

first stage area is summarized in Table 3-3.

Four (ethnic background, religion, beneficiary categcry and age of

respondent) were from the social background variables. Two (travel time

and appointment delay) were enabling characteristics variables. And, the

last three were the prior utilization measures from the health status

variables. Despite these "losses" the basic model remained intact. Those

variables that were not significantly associated with dependent variable

were dropped from further analysis.
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TA3LE 3- 3

RESULTS OF FIRST ANqALYSIS STE?-3VA1IATE
TESTS OF ASSOCIATION 3E74EE'; THE INDEPEN-

DENT AND DEPENDE'T VAIABLES

DEGREE

CHI SOUARE OF SIGNIFI- KZNDALL'S SIGNiF!-

VALUE FREEDOM CANCE TAU 3 CANCE

SOCIAL BACKGROUND
Ethnic 3ackground 3.22427 2 0-1995 -0.00236 0.4528

Religion 1.58940 3 0.6618 0.02170 0.1296
Education 20.23937 4 0.0004 -0.03857 0) 170

Length of Service 14.47696 3 0.0023 -0.02434 0.0971
3ranch of Service 18.51640 4 0.0010 0.04116 9.0126

Beneficiary Category 4.79153 3 0.1377 -0.02673 0.843
Age of Respondent 3.90655 3 0.2717 -0.01664 0.1963
Marital Status 13.09825 5 0.0023 -0.03310 0 .424
Family Size 11.07817 5 ).0499 0.00560 0.3769
Family Cycle 9.48905 4 0.0500 -0.01029 3.2155
Geographic Location 61.30286 4 0.0000 -0.07122 0.0000

SArISFACTION
Satisfaction 44.42004 4 0.0000 -0.11973 0.3900

ENA3LING CH JPkCT ERIST ICS
Access

Travel Time 4.45663 3 0.2162 -0.00115 0.4761

Apoointment Delay 4. 1298 3 0.2',83 0.02557 0.0901
Waicing Room Time 20.06247 4 0.0005 -0.07699 0.0000
in/Out Catchment 49.91048 1 0.0000 0.14171 0.0000

Facility Size 55.63728 3 0.0000 -0.13833 0.0000

Income 18.94191 3 0.0003 -0.07524/ 0.0900

Health Insurance 29.54567 4 0.0000 0.08438 3.0000

Unreimbursed Medical Costs 63.44450 4 0.0000 -3.13115 0.0000
Source of Care 17.45505 1 0.0000 -0.08439 0.0000

HEALTH STATS
Health Status 10.52757 4 0.0324 0.00448 0.4029

Previous Utilization
Provider Visits 18.05862 10 0.0540 0.01365 0.2287

Facility Visits 17.55446 10 0.0630 0.02219 0.4531
Hospitalization 21.32462 15 0.1268 0.03540 0.0340
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STEP 2

The next step was also a bivariate test of association. During this stage

each surviving independent variable was compared to all of the other indepen-

dent variables to identify all of those instances of ootentially harmful co-

linearity. The results of this step of the analysis are presented in Appendix F.

Three areas of potentially harmful colinearity were detected. They are

oresented in Table 3-4.

Of the variables in Part A of Table 3-4, In/Out of a Catchment Area is the

one variable that is subject to influence by administrative policy. Changes

in the other variables (geograDhic location, branch of service and facility

size) would resul: from much more basic, long-range shifts in 0olicv. There-

fore, because of its susceptabilitv to administrative or legislative action,

In/Out of a Catchment remained in the analysis and geographic location and

facility size were removed from further consideration.

he relationship of variable family cycle with four other variables is

presented in Part B of Table 3-4. Because of the potentially harmful colinearity

of its interactions with family size and because it also had some affect on

income, insurance and marital status, the variable family cycle was also

eliminated from further analysis.
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Even though the degree of association between the variables, marital

status and family cycle appeared significant in the chi-square test of

association, neither variable was withdrawn based on the values of Lambda

and Kendall's TAU B. The latter two statistics indicated that the degree

of association would not result in harmful interaction between the two

variables.

Three variables-were removed to eliminate potentially harmful co-

linearity. The basic model remained; however, with variables remaining

in each of the four general categories.
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STEP 3

A discriminant function analysis was performed to determine which of

the variables that had survived Steps 1 and 2 were significant predictors

of respondent preference for alternatives. Discriminant analysis is a

technique to distinguish between two groups on the basis of values of

several variables. Discriminant analysis involves a nominal dependent

variable, whereas classical regression analysis involves a continuous

deoendent variable. Both attempt to describe, using a linear model, the

relationship between the dependent and the several independent variables.

Only those variables with a value of the F statistic of 1.0 to remove

using a stepwise discriminant analysis were included in the resulting

function of those variables -- this standardized discriminant function

coefficients and their F value to be removed from analysis and listed in

Table 3-3. 119/

Each coefficient represents the relative contribution of that particu-

lar variable to the resulting function. ' sign denotes the direction

(positive or negative) of that contribution. That function correctly

predicted 63.50 of the responses, 38.3 of those who oreferred alternative

and 65.3 of those who did not. Table 3-6 details the predictive results.

1_L9 Nie, Statistical Package for the Social Sciences, pp. 447-3.
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TABLE 3-5

DISCRIMINANT FUNCTION COEFFICIENTS FROM STEP 3 A.::ALYSIS

STANDARDIZED DISCRIMINA.T
VARIAB LES FMNCTION COEFFICIENTS

Special Background
Education 0.12113
Length of Service -0.17020
Branch of Service -0.32790
Marital Status -0.20450
Family Size -0.10264

Satisfaction
Satisfaction 0.40187

Enabling Characteristics
Waiting Room Time 0.41264
In/Out Catchment 0.28052
Income 0.22606
Insurance 0.22669
Unreimbursed Costs 0.37249

Health Status
Health Status -0.18835

TABLE 3-6

PREDICTIVE -ABILITY OF STEP 3 DISCRIMINANT FUNCTION

PREDICTED

ACTUAL GROUP NO. OF CASES PREDICTED NO CMANGE LTERNATIVE

No Change 1,234 806 428
65.3% 34.7%

Preferred 429 179 250
Altprnitive 41.7% 58.3%

Percent of "grouped" cases currently classified: 63.50%.
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Jf the twenty-five originaily hypothesized variables, nine were not

significantly associated with the dependent variable and three had to be

eliminated because of potentially harmful colinearity. The model was

strongly supported as only one of the remaining variables (Source of Care)

was not in the oredictive function derived by the Discriminant Program.

Each of the four categories of variables -- Social 3ackground, Satis-

faction, Enabling Characteristics and Health Studies were included in

tne resui:ing function. That function correctly predicted 63.5% of the

;rouped cases.
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STEP 4

In an attempt to derive a more parsimonious predictive function, further

analysis was performed again using the discriminant function. Only those

variables that resulted in a significant change in RAO'S V in the Step 3

analysis were used. RAO'S V measures the change in the centroids of the

resulting function, i.e., the higher the value of RAO'S V, the more the

variable has contributed to separation (prediction) of the dependent

variables. Those variables so indicated in Table 3-7 were used as the

independent variable in a second discriminant analysis stage. The object

of the second run was to derive a more efficient predictive function.

The results are in Tables 3-8, 3-9 and 3-10. The more efficient function

(using nine variables instead of the twelve in Step 3) predicted 63.12%

of the cases -- a decrease of 0.38% over the first model.

As a check against the method of analysis the nine variables used in

Step 4 were also used as independent variables in a multiple regression

analysis. The direction and relative values of the coefficients of both

functions are similar and are displayed in Table 3-11.
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Schumaker's Model has been supported throughout this analysis. Even

duiing reduction of the function to a smaller, hopefully, more useful

size, the framework of his model has remained. In the nine remaining

variables, each of the four categories was still represented. Further,

almost half (four of the nine) were enabling characteristics, as would

be expected. The author would suggest that the effects of the social

background variables were probably more indirect and perhaps better

explored with other procedures, such as path analysis.
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TABLE 3-3

PARSIMONIOUS DISCRIMIN;ANT FUNCTION COEFFICIENTS FROM STEP
ANALYSIS

STANDARDIZED DISCRIMINANT
VARIABLES FUTCTION COEFFICIENTS

Social Background
Branch of Service -0.29419
:arital Status -0.13532

Satisfaction
Satisfaction 0.45300

Enabling Characteristics
Waiting Room Time 0.43783
In/Out Catchment 0.31964
Income 0.21699
Ins urance 0.20102
Unreimbursed Cost 0. 36775

eal th Status
Health Status -0.23695

TABLE 3-9

PREDICTIVE ABILITY OF PARSIMONIOUS
DISCRIMINANT FMNCTION FROM STEP 4

PREDICTIVE

ACTUAL GROUP NO. OF CASES PREDICTED NO CHANGE ALTERNATIVE

No Change 1,242 830 413
66.8% 33.2%

Preferred 435 206 229
Alternative 47.4% 52.6%

Percent of "Grouped" Cases Correctly Classified 63.12%.

S - in--7n
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TABLE 3-11

PARSIMONIOUS DISCRIMINANT FUNCTION COEFFICIENTS VS.
REGRESSION FUNCTION COEFFICIENTS

STANDARDIZED DISCRIMINANT STANDARDIZED REGRESSION
VARIABLE FUNCTION COEFFICIENTS FUNCTION COEFFICIENTS

Social Background
Branch of Service -0.29419 -0.06309
Marital Status -0.18532 -0.24290

Satisfaction
Satisfaction 0.45300 0.05502

Enabling Characteristics
Waiting Room Time 0.43788 0.00097
In/Out Catchment 0.31964 0.160no

Income 0.21699 0.00007
Insurance 0.29102 0.15088
Unreimbursed Cost 0.36775 0.00369

Health Status
Health Status -0.23685 -0.0225,'
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TABLZ 1-12

S=\1ARY OF THE aESL'LTS OF INDIVIDUAL
INDEPENDENT V,-,IA3RLES

VARIABLE OUTCOME

Social Background
Ethnic Background Not significant in bivariate analysis
Religion Not significant in bivariate analysis
Education Change in RAO'S V not significant
Length of Service Change in RAO'S V not significant
Branch of Service In Discriminant function
Beneficiary Category Not significant in bivariate analysis
Age of Respondent Not significant in bivariate analysis
Marital Status In Discriminant function
Family Size Change in RAOrS V not significant
Family Cycle Harmful colinearity
Geographic Location Harmful colinearity

Satisfaction

Satisfaction In Discriminant function

Enabling Characteristics

Access
Travel Time Not significant in bivariate analysis
Appointment Delay Not significant in bivariate analysis
Waiting Room Time In Discriminant function
In/Out Catchment In Discriminant function
Facility Size Harmful Colinearity

Income In Discriminant function
Insurance In Discriminant function
Unreimbursed Costs In Discriminant function
Source of Care Not significant in Discriminant function

Health Status
Health Status In discriminant function
Utilization

Provider Visits Not significant in bivariate analysis
Facility Visits Not significant in bivariate analysis
Hospitalization Not significant in bivariate analysis



STEP 5

As a check to insure that the four previous steps did not go astray,

a third discriminant analysis and a second regression analysis were made

with all of the original independent variables (except those that exhibited

potentially harmful colinearity). The results are not much different than

the previous steps. In all, nineteen variables were found to be signifi-

cant as opposed to nine in the four-step analysis. The resulting function

rredicted 64.69% of the cases correctly while the function from the four-

step analysis predicted 63.12%. The results of this fifth step of analysis

are listed in Tables 3-13, 3-14 and 3-15.

Table 3-16 compares the significant variables from the discriminant

analyses run in Steps 4 and 5. The comparison reveals similar results:

thereby providing additional support to the findings using the four-step

methodology.



TABLE 3-13

DISCRIMINANT FUNCTION COEFFICIENTS FROM STKP z

Standardized Discriminant

Variables Function Coefficients

Social Background
Ethnic Background 0.13387
Religion 0.10639
Education -0.13585
Length of Service Not significant
Branch of Service 0.28772
Beneficiary Category Not significant
Age of Respondent 0.30248

Marital Status 0.19990
Family Size 0.16093
Family Cycle Harmful Colinearity
Geographic Location Harmful Colinearity

Satisfaction

Satisfaction -0.36296

Enabling Characteristics

Access
Travel Time Not significant
Appointment Delay 0.10233
Waiting Room Time -0.39321
In/Out Catchment -0.26287
Facility Size Harmful Colinearity

Income -0.265&
Insurance-l-2/ -0.2603z,
Unreimbursed Costs -0.29350

Source of Care 0.10172

Health Status

Health Status 0.14476
Utilization

Provider Visits Not significant
Facility Visit-1 2 / -0.14205

Hospitalization-L- 0.15680
-0.04944

120/ This variable had more than one significant value because more
than one of its dummy ,ariables was significant.

121/ Both the respondents' and his dependents' hospitalization and
facility visits were significant values.
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TABLE 3-15

PREDICTIVE ABILITY OF OISCRIYI';ANT FLNCTION FROM STEP 5

PREDICTED

ACTUAL GROUP NO. OF CASES PREDICTED 'NO CHANGE ALTERNATIVE

No Change 1,100 731 369
66.4% 33.6%

Alternative 379 153 226
40.3% 59.7%

Percent of "grouped" cases correctl- classified: 64.69%.

TABLE 3-16

PREDICTIVE ABILITY OF DISCRIMTI:AT FUNCTION FROA STEP 5

PARSIMONIOUS FUNCTION LARGE F!.CTION

WILKS "ILKS
VARIABLES LA' DA VARIABL ES Lc-Q 23 DA

Waiting RKoom Time 0.97513 Waiting "loom Time 0.97653
Unreimbursed CoFts 0.96467 Unreimburse! Costs 0.96770
Satisfaction 0.95700 Satcis factcn 0.95918
Branch of Service 0.95104 3ranch of Service 0.95228
In/Out Catchment 0.94623 Income 0.94661
Health Status 0.94234 Insurance 1)4/ 0.94216
Insurance 0.93975 Age of Respondent 0.93639
Income 0.43715 rn/Out Catchment 0.93258
Marital Status 0.93503 * Family Size 0.92911

MIarital Status 0.92650
* Education 0.92360

* Res-ondent's Hosoitalization 0.92159
* Health Status 0.92052

* Dependents' Facility Visits 0.91953
* Ethnic Background 0.91851
" Religion 0.91754
" Appointment Delay 0.91673
" Responlent's Hosoitalization 0.91607

" Insurance !2 ' 0.91543

" Source of Care 0.91,79

• Reference Table 3-13. 'one of these variables resulted n a signifi-

cant change in 9AO'S.

124/ Two of the dumny variables of this variable had significant values.

II I
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SUY _ARY

A brief summary of the outcome of each variable is in Table 3-12. A

detailed discussion of each hypothesis variable follows. As with Galvin

and Fan 25 a large number of variables in four different classes explained

only a small amount of the variance observed in the study.

A.I.H : There is no difference in preference for alternatives to _ESSo

according to the ethnic background of the resoondent.

There was no significant degree of association between ethnic background

and the dependent variable. The chi square value was 3.2"127 with 2 degrees

of freedom and a significance of 0.1995. One of the dummy variables, Black,

did appear in the discriminant function in the fifth stage of the analysis,

but it did not result in a significant change in RAO'S V (significance 0.183,

Table 3-13).

A.2.H : There is no difference in preference for alternatives to the0

MHSI' according to the religious practices of the respondent.

The bivariate test of association in the first stage of analysis eliminated

this variable. The chi square value was 1.33940 with 3 degrees of freedom

125/ Galvin and Fan, op. cit.
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and a significance of 0.6618. As with ethnic background and nine other

variables, this variable (dummy variable - Protestant) did appear in the

Step 5 discriminant function, but did not affect a significant change in

RAO'S V (significance 0.242, Table 3-13).

A.3.R : There is no difference in preference for alternatives to
0

the "ESS according to the level of formal education reported by the respondent.

he level of education attained was significantly associated with the

dependent variable (chi square 20.23987, 4 degrees of freedom, 0.00043

significance) and did appear in the first discriminant function (Step 3,

Table 3-5). dowever, it did not contribute significantly to the change in

RAO'S V (significance 0.198) and was therefore not included in the parsi-

monious discriminant function. Similarly, education was included in the

Step 5 discriminant function, but it did not result in a signficant change

in RAO'S V (significance 0.112, Table 3-13); that is, it did not contribute

toward separating the two groups.

A.4.H : There is no preference for alternatives to the Y',9SS accordingo

to the length of service of the respondent.

As a measure of socialization, length of service was significantly asso-

ciated with preference to an alternative (chi square 14.47696 with 3 degrees

of freedom and a significance of 0.0023) and did appear in the first dis-

criminant function (Step 3, Table 3-5). As with level of education, the

length of service did not have a significant change in RAO'S V (significance

0.108). However, unlike level of education (and family size), length of
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service did not appear in the Step 5 function. Given the close association

with age of respondent (which did not pass the bivariate screen but did

appear in the Step 5 function), the author suspects that the resoondent's

age substituted for length of service in the Step 5 function.

A.5.H : There is no difference in oreference for alternatives to the
0

KSS according to the branch of service of the sponsor.

The variable branch of service is included in the parsimonious dis-

criminant function (Step 4, Table 3-10, an Air Force dummy variable). It

retained its relative rank (fourth) in the Step 5 function as well. (Table

3-13.)

T1his finding surprised the author and cannot be readily explained. The

relationshio was the opposite of what would be expected. The typical Air

Force medical facility is small, located in an undesirable place and offers

only limited specialties, if any. However, the coefficient of the Step 4

and 5 discriminant functions was negative. This indicates the direction

of the dummy variable with a value of I and the dependent variable with a

value of 0, meaning the person desires no change. Similarly, a dummy

variable having a value of 0 (reflecting that the respondent was not

affiliated with the Air Force) and the dependent variable with a value

of 1 (reflecting that the individual desired the alternative) also provide

a like indication of direction. Either situation indicates the desire of

Air Force families to stay with the current system.



118

A.6.'0 : There is no difference in preference for alternatives to the0

MhSS according to the beneficiary category of the resmondent.

The lack of association with the dependent variable (chi square of

4.79153 with 3 degrees of freedom and a significance of 0.1877) surprised

the author. It had been a commonly accepted stereotype that the oerson

who preferred a change was the retiree who had other health benefits from

his second career and was not using the M.SS any'4av. Evidently, there are

enough disgruntled families in the other categories to balance those who

fit the stereotype.

A.7.q There is no difference in oreferences for alternatives to theo

MHSS according to the age of the respondent.

Another unexpected outcome was the lack of association (chi square 3.90655

with 3 degrees of freedom, significance 0.2717) between age and oreference

for an alternative. Age did, however, become a significant variable in the

Step 5 analysis (Table 3-13 with a significance of 0.002 in the change in

RAO'S V). Further discussion of this variable is in Length of Service.

A.3.1. There is no difference in preference for alternatives to the
0

.fASS according to the marital status of the respondent.

This variable remained in each step of the analysis, including the par-

3imonious function (Ste9 4, Table 3-3). It also retained its relative

position in the Step 5 analysis (Table 3-13). The dummy variable in both

cases was "never having been married." The coefficient of the functions in

both Step 4 and 5 is negative, that is, the independent and dependent variables
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were acting in opposite directions. Those who had never married oreferred

no change. A possible explanation is that this group is the one that receives

the highest priority within the MRSS. Those who have never married are by

definition the active duty and retired personnel. T1he reader is referred to

the Introduction where the priorities of each beneficiary class is enumerated.

This group of never married will fall in the two highest classes, receiving

benefits within the system unavailable to others because of limited resources.

he provision of dental services and optometry are two ready examples of

commonly limited services available to only some beneficiaries.

A.9.*0 : There is no difference in preference for alternatives to the0

'TSS accordinq to the number of neople in a family unit.

Family size did pass the bivariate screen (chi square 11.07317, 4 degrees

of freedom, significance 0.499) was in the first discriminant function (Step 3,

Table 3-5). However, the change in RAO'S V resulting from it was not signifi-

cant (0.393). Similarly, family size was included in the Step 5 function

but, again, it did not contribute to a significant change in RAO'S V (signifi-

cance 0.339, Table 3-13).

A.10.i : There is no difference in preference for an alternative to the
0

MUSS according to the relative age of the family.

This one of three variables that oassed the bivariate test (chi square

9.48905, 4 degrees of freedom, 0.0500 significance) was removed during tue

second stage of analysis (see Steo 2. Table 3-4). 3ecause of harmful

colinearity with marital status, family stze, income and insurance, the

variable family cycle was eliminated from further analysis.
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A.I1.H There is no difference in Preference for alternatives to the
0

MISS according to the geographic location of the residence of the respondent.

Although alternative forms of health care delivery (h-0s) are becoming

more popular in certain parts of the United States, this study was unable

to measure this effect. Although the variable geographic location passed

the first step of analysis (chi square 61.30286, 4 degrees of freedom.

0.0000 significance), it was not used in any of the discriminant functions,

because of harmful colinearity with size of facility, in/out catchment

area and branch of service (see Steo 2, Table 3-4).

Satisfaction

B.1.H : There is no difference in the preference for alternatives to
0

the MISS according to the satisfaction reported with the quality of care

received in military facilities.

The measure of satisfaction used (the respondents' satisfaction with

the quality of care received in military facilities) was the third most

powerful predictor or preference for an alternative in both the parsimonious

discriminant function (Step 4, Table 3-10) and the Step 5 function (Step 5,

Table 3-13). This finding was in the expected direction. Those who expressed

dissatisfaction with the quality of care were more likely to have preferred

an alternative.

Enabling Characteristics

Access

C.I.H : There is no differing preference for alternatives to the MHSS0
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according to the length of time necessary to travel to the usual source

of care.

The length of time necessary to travel to the usual source of care was

not significantly associated with the dependent variable (chi square 4.45663,

3 degrees of freedom, significance 0.2162) in the bivariate analysis. :;or

did it appear as a significant variable in the multivariate Step 3 analysis.

C.2.H : There is no difference in preference for alternatives to the
0

>MSS according to the usual delay encountered in obtaining an apnointment

at the usual source of care.

As with trave! time, the delay in obtaining an appointment was signifi-

cant in both the bivariate and the multivariate analysis. (In the bivariate

analysis the measure of association was: chi scuare of 4.12498 with 3

degrees of freedom an- a significance of 0.2483. The variable was not

significant in the Steo 5 function (see Table 3-13).

C.3.1 : There is no difference in preference for an alternative to the
0

1ESS according to the length of time snent in the reception room waiting

for an appointment at the usual source of care.

Waiting room time was the most powerful predictor in both the parsimonious

function and in the Step 5 function (see Table 3-10 and 3-13). The relation-

ship is in the expected direction. Increased waiting time led to a higher

probability of selecting an alternative. The placing of the variable at

the top of the list indicates a strength of feelin* among the resnondents

that they would prefer a system that minimizes their waiting time, or that
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they expect that an alternative would reduce the time they presently spend

in the waiting room.

C.4.H : There is no difference in preference for an alternative to
0

the MHSS according to whether or not the respondent lives within a catch-

ment area of a military medical facility.

Whether or not the respondent lived within a 40-mile radius of a mili-

tary medical facility was significant in both the parsimonious discriminant

function (Table 3-10) and the larger function (Table 3-13). This variable

behaved as expected. Those who lived in "remote" areas were most likely

to prefer an alternative. By definition those remote families were the

families who do not live conveniently near a medical facility. The oro-

posed alternatives would have offered them substantially the same benefits

as those who live in more convenient locales.

C.5.H : There is no difference in preference to the alternatives to
0

the 'uiSS according to the size of the facility in the respondents catch-

ment area.

The author's previous experience indicated that this should have been

a good measure of access to sophisticated specialists within the M.HSS

and therefore a good prediction of preference for an alternative. How-

ever, because of potentially harmful colinearity with the variables

geographic location and in/out of a catchment area (see Table 3-4), this

variable was not tested further than Steo 2.
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C.6.H There is no difference in ?reference for alternatives to the
0

.>fSS according to the level of income of the family unit.

An adjusted per capita measure of income was significant in both the

parsimonious function and the Step 5 function (Table 3-3 and 3-13). The

higher the level of income the more likely the oreference for an alterna-

tive. This was not unexpected, the rationale being that, if the economic

barrier is removed, more individualized care is available in the civilian

sector as opoosed to the bureaucratic medicine found in the 'fHSS.

C.7.il T"here is no difference in preference for alternatives to the0

!ISS according to the oresence of alternative health insurance.

Whether or not the resoondents FamiLv had additional health insurance

appeared in both parsimonious and large fu*nctions (Table 3-8 and 3-13).

The dummy variable private insurance was significant in both functions.

Additionally, the dummy variable government programs (Medicare, Medicaid

and other government assistance programs) was selected in the large function

hut did not create a significant change in ?AO'S V (0.261 in Table 3-13).

This was as expected. A pre-selection orocess 4as in effect; those who

had alternative health insurance had already made their choice -- they

already had exnressed preference.

C.3.H : There is no difference in oreference for alternatives to
o

the flSS according to the unreimbursed cost of previous care.
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This variable was the second most powerful predictor in both the Step 4

and Step 5 discriminant functions (Tables 3-8 and 3-13). The amount of out-

of-pocket expenses would seem to indicate the preference for an alternative

system as would be expected.

C.9.H : There is no difference in preference for alternatives to the
0

MHSS according to whether the usual source of care is civilian or military.

Whether the usual source of care was civilian or military was not a

good predictor of preference for an alternative system of health service

delivery. Although the source of care was significantly associated with

the dependent variable (chi square 17.45505, 1 degree of freedom, 0.0000

significance), it was not significant in the first discriminant function

(Step 3, Table 3-3). Although this variable was significant in the larger

function, it was the twentieth variable out of twenty to be selected and

its contribution to the change in RAO'S V was not significant (0.292,

Table 3-13).

Health Status

D.I.H : There is no difference in preference for alternatives to the0

MHSS according to the health status of the family member with the worst

self-reported health status.

The health status of the family unit, as measured by the worst health

status of any family member, was a significant predictor in the parsimonious

function (Step 4, Table 3-8).
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Although it was also significant in the large function, its change in

RAO'S V in that function was not significant (0.245, Table 3-13). 3ureau-

cratic medicine, as practiced in the military can present a lot of obstacles

to those who are considered to be the "worried well.' Iowever, a high

quality of care, in the experience of the author, is given to those with

serious problems. Then, too, after some experience, those in poorer health

will have learned how to make the military system more responsive to their

needs. Additionally, those with serious and/or chronic health problems may

have built-un a relationshio with a provider or oartic.lar clinic, which

they would now not like to change.

D. .H h: here is no difference in preference for alternatives to the0

YMSS according to previous reported utilization.

Provider Visits - Neither the number of respondents nor dependents'

medical visits passed the bivariate screen in Step 1 (chi square 13.05862,

10 degrees of freedom, 0.0540 significance and chi square 16.15761, 10

degrees of freedom, 0.0952 significance, respectively). Nor were either

of these variables included in the Step 5 function (Stei 5, Table 3-13).

Facility Visits - Tne number of visits to any kind of medical facility

or office (respondents/dependents) within the 30-day period did not pass

the Step I screen (chi square 17.55446, 10 degrees of freedom, 0.06300

significance and chi square 16.11246, 10 degrees of freedom, 0.0965

significance, respectively). Dependents facility visits did aopear as a

variable in the Step 5 analysis, but it did not have a significant change
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Hospitalization - Although both respondents and dependents aospitaliza-

tion appeared as significant variables in the larger discriminant ffunction

(Table 3-13), neither was significantly associated with tihe denendent variable

as measured by chi square (21.32462, 15 degrees of freedom, 0.1268 significance

and 13.05537, 15 degrees of freedom, 0.5980 sanificance, respectively). In

the Step 3 function neither variable contributed significantly to a change in

RAO'S V (0.065 and 0.233 respectively).
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CHAPTER IV

S UIMARY

This study examined the application of a health services behavior model

to a survey where MHSS beneficiaries were presented alternative forms of

their health care benefit. The model stated that preference for an alterna-

tive of the benefit would be based on social background modified by satis-

faction with previous encounter, enabling characteristics and present health

status. A stratified random sample was taken that represented the known

MHSS beneficiary population.

A five-step procedure was used to analyze the data:

I. A bivariate test of association between the independent and

dependent variables.

2. A bivariate test of association between the independent

variables to eliminate those that exhibited potentially

harmful colinearity.

3. Discriminant analysis to derive a predictive function.

4. A smaller discriminant function to derive a more parsimonious

predictor.

5. A third discriminant analysis with all variables as a check

against the previous four steps.
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Nine independent variables were not significantly associated with the

dependent variable in a bivariate test of association. Four (ethnic back-

ground, religion, beneficiary category, and age of respondent) were from

the social background variables. Two (travel time and appointment delai)

were enabling characteristics. And the last three were the prior utiliza-

tion measures from the health status variables. Despite these "losses"

the basic model remained intact.

Three variables (geographic location, facility size and family cycle)

were removed to eliminate potentially harmful colinearity. Only one of

the other remaining variables (source of care) was not in the predictive

function derived by the discriminant program. Each of the four categories

of variables: social background, satisfaction, enabling characteristics

and health status remaining were included in the resulting function. That

function correctly predi-ted 63.5% of the grouped cases.

Schumaker's model has been supported throughout this analysis. Even

during reduction of the function to a smaller, more useful size, the

framework of his model has remained. In the nine remaining variables each

of the four categories was still represented. Further, almost half (four

of the nine) were enabling characteristics as would be expected. The

author would suggest that the effects of the social background variables

were probably more indirect and perhaps better explored with other Oro-

cedures, such as path analysis.

As a check to insure that the four previous steps did not go astray, a

third discriminant analysis and a second regression analysis were
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made with. all of the original indeoendent variables (exceot those that

exhibited potentially harmful colinearity). The results were not much

different from the previous steps. All together nineteen variables were

found to be significant, as opoosed to nine in the four-step analysis.

The resulting function predicted 64.69% of the cases correctly, while

the function from the four-step analysis predicted 63.12%.
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CONCLUSIONS

This study has provided support for a general health service model --

specifically Schumaker's. That model provided a theoretical framework within

which to analyze behavior (stated preference in this instance).

Not only did this study support the use of behavioral framework, but

it also illustrated the application of that framework to a situation of

consumer choice. Previous studies of such choices have lacked an overall

framework -- rather they have sought to explore a specific theory, often

economic in nature. That, in this case, the alternatives were hypothetical

does not affect the applicability of the framework to a dual or multi-

choice situation. 'The only complication arising from the study of what is

an opinion survey is the unknown amount of the difference between stated

preferences and actual behavior.

It is possible to differentiate those who state a preference for an

alternative to the present for the military health care benefit. Having

said that, it must quickly be added that the distinction is not as clear

as would be wished. Both conclusions have implications for health planners

within the IfHSS. First, evaluation of the effects of any proposed alterna-

tives is oossible. That evaluation should be made within the confines of a

, , -i'- -!
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general behavioral framework CSchumaker's or another). And, the variables

examined and survey instrument used, must be refined to achieve more accurate

predictive functions.

Secondly, if there is a commitment to the present form of the IESS,

and the author senses there is, this study has pointed out three areas where

responsiveness to beneficiaries might be improved. Each of the top three

variables in the predictive functions (waiting room time, quality of care

received) are subject to change by administrative or legislative action. If

dissatisfaction in these areas can be said to be ,driving" beneficiaries into

preferring something else, then there is opportunity to correct problems in

these areas. Improvements might then increase satisfaction and loyalty to the

present system. Closer examination of each area should reveal improvements

that may be imDlemented. Indeed, the Military Healch 3enefits Study has

addressed some of the problem areas. If its recommendations are implemented,

the perceptions of a large number of beneficiaries may be changed.
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RECOMMENDATIONS

Further analysis of determinants of consumer choice of health care

delivery systems is necessary. The study of methodology in this area of

health utilization behavior appears to be at the point that other health

utilization efforts were before the theoretical frameworks were out together

by Anderson and others. Future analysis in this area should be done within

one of these frameworks. Details of alternatives and each offering varying

in all instances make replication difficult. Therefore, it becomes that

much more important that studies of consumer choice between alternatives

be done within a framework to allow some basis of comDarison.

Similarly, progress in examining the wide field of health utilization

behavior will be slow until consensus is reached on a framework that can

accommodate further research. The shortest path to that consensus would

seem to be replication and/or testing of frameworks already presented.

Only such confirmation testing can provide the basis for judging the

accuracies and inaccuracies of each model.

Given the accuracy of the predictive function resulting from this effort,

further study of the ',1iSS beneficiaries is necessary to ascertain what Oro-

portion of them might sign up for a specific alternative to the present form

of the health care benefit.
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Improvements in the areas highlighted in the predictive functions can

and should be implemented to reduce beneficiary dissatisfaction with the

present form of the benefit. '4aiting room time, unreimbursed medical

costs and satisfaction with the quality of care received are all subject

to policy decisions, and, as such, should be studied with an eye toward

improvements.
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OFFICE OF THE ASSISTANT SECRETARY OF DEFENSE0 WASHINGTON, D. C. 20301

HEALTH AFFAIRS

Dear User of the Military Health Services System:

You have been selected to participate in a
survey of a representative sample of beneficiaries of
the Military Health Services System. Your support of
this study will help the Department of Defense to make
decisions related to the medical benefits offered to
active duty personnel, retirees, dependents, and
survivors.

Your participation and thoughtful responses to the
enclosed questions will help us understand your views
on the military health care benefit. The replies wil
be processed so that your individual response will be
absolutely confidential and only the summary results,
without names and identifiers, will be retained by
the Department of Defense.

Please try to complete every question. If you are
not sure of an answer, provide the best estimate you
can make. If for some reason you cannot or choose
not to answer a question, do not discard the question-
naire. Please complete the rest of it and return it
as soon as you are finished. Since some of the ques-
tions have to do with your dependents, you may want
to consult with them, and you are urged to do so.

Although this is a voluntary survey I would like
to personally request your cooperation since the
aggregate results are extremely important in helping
us understand your evaluation of the Military Health
Services System.

Sincerely,

John E. 'Murphy
Colonel, USAF MSC

Director, Office of Planning 5 Policy Analysis

Enclosure
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)MB No. C22-S-780CI

RCS: D,-mA(OT) 783 MILITARY HELTH CARE 3ENEFIT SURVEY Expiation Date 1 July 1978

CF PPIVACY
A. -N7--L: ET 2LED THE PRI;ACY ACT OF 1974, PEQUIRES THAT ALL INDIVIOUALS BE :NFIRMED 3F THE PU'RPOSES AND JSES
-F 7E :NFOP-ATICN wMHIC:H S SOL;CTED.

- - - T E DEPARTMENT 'F DEFENSE IS EPOWERED TO SOLICIT THE :NFORMATION REUESTED UNDER 7HE AUTHORITY OF 10
: ES W0CE 136.

D! DBTAIN !NFORMA7;ON ABOUT >E iALUE AN UTIL.Z,7N OF HE MIL:TARY -EALTH SERVICES SYSTEM.
- N .BTAINEO AIL_ BE STAT7ST1CALL, ANALYCED AT AGGREGATE :EELS 3-IL, RESULTS 4ILL BE DROVIED TO DOD

S"- AuTrRICD :Y )OD. NC PERSONAL "OET7i-'ING :4FORMATO. WIL BE RETAIED.
Z- 'CN_-ISCLDSURE: OARTICIPATION IN THE SURVE( :S iOLUNTARY. NO PENALTY ILL BE IMPOSED FOR FAILJRE TO

1RESPOND TO THESE QUESTIONS.

A. BACKGROUND DATA ID. # __ __-4

'PLEASE ANSWER THE FOLLOWING QUESTIONS. WHERE APPROPRIATE, PLEASE 'CRCLE THE CORRECT ANSWER.

1. Are you on Active Duty, a Retiree, or a Survivor? ACTIVE DUTY RETIREE SURV:VOR OF ACTIVE DUTY SURVIVOR OF RETIREE

2. In which branch of the Armed Forces do you, or did you, serve?'if you are a survivor, answer for the deceased.) ARMY NAVY AIR FORCE MARINES

3. How many years nave you served, or did you serve, in the Armed Forces?
.f you are a survivor, answer for the deceased.) YEARS

4. What is or was your nighest pay grade? (If you are a survivor, answer 'or the deceased. If pay graae is not known.
write in ranK.)

El E2 E3 E E5 E6 E7 EB Z9 Wl W2 W3 W4 01 02 03 04 05 06 07 08 09 OlD RANK

!N ALL OF THE 'OLL)WI*;G QUESTIONS ANSWER -O YOURSELF WHETHER YOU ARE A SURVIVOR OR NOT

. ,a: 4s icur sex? MALF -E-:?ALE 6. How old were you on your last birthday? YEARS OLD

7. what is your marital status, NEVER MARRIED MARRIED (BOTH MILITARY' MARRIED (ONE MILITARY)

DIVORCED SEPARATED WIDOWED

8. Not counting yourself, now many dependents do you have? 0 1 2 3 4 5 6 IF MORE TH'AN 5, SPECIFY_

9. Please list 're age 'as of their last oirthday) of each of your six oldest dependents. not including yourself. Circle
NCT AFLi2CABLE if you have no dependents. NOT APPLICABLE

_ YEARS OLD .. YEARS OLD YEARS OLD -YEARS OLD .. YEARS OLD - YEARS OLD

10. What is the highest educational level that you have reached?

SOME ELEMENTARY SCHOOL ELEMENTARY SCHOOL GRADUATE SOME HIGH SCHOOL HIGH SCHOOL GRADUATE OR EQUIVALENT

SOME COLLEGE COLLEGE GPLADUATE SOME PROFESSIONAL OR GRADUATE SCHOOL PROFESSIONAL OR GRADUATE SCHOOL DEGREE

17. which of tme following do ./cj consider yourself?

WHITE (NOT OF HISPANIC ORIGIN) BLACK (NOT OF HISPANIC ORIGIN) HISPANIC

AMERICAN IND;AN OR ALASKAN "4ATIVE ASIAN OR PACIFIC ISLANDER

:2. What is your religious preference?

PROTESTANT CATHOLIC jEWISH MORMON

CHRISTIAN SCIENTIST OTHER _NNE,' NO OREFERENCE

. E~R zP'P ATE. PLEASE :, iE CRRECT ANSNVER

uu ii I I I
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13. What is your and your dependents' yearly income - from all sources before taxes?

0 - $4,999 $5,000 - S9,999 S1O,000 - S14,999 S15,000 - S19,99 S20,000 - $24,999 !25,000 - $29,999

$30,000 - $34,999 S35,000 - $39,999 $40,000 - S44,999 S45.000 - S49,799 S50,3CO CR OVER

14. Where are you living? ON BASE, POST OR SHIP OFF SASE, POST OR SHIP

B. STATE OF HEALTH

ANSWER THE FOLLOWING qUEST:ON ABOUT YOURSELF :N THE FIRST LEFT--(AN ; COLUMN, ABOUT YOUR iPOLSE :N -HE SECOND

COLUMN, ABOUT fOUR DEPENDENT CHILDREN IN THE THIRD COLJMN. AND ABOUT YOUR OTHER CEPENDENTS :N THE cOURTH
(RIGHT-hND) COLUMN.

15. In general, comoaring perscns of the same age, describe the current state of health of:

YOURSELF YOUR SPOUSE YOUR DEPENDENT CHILDREN OUR OTHER DEPENDENTS

EXCELLENT EXCELLENT EXCELLENT EXCELLENT

VERY GOOD VERY GOOD VERY GOOD VERY GOOD

GOOD GOOD GOOD GOOD

FAIR FAIR FAIR FAIR

POOR POOR POOR POOR

C. USAGE OF HEALTH SERVICES

.ANSWER THE F0LLO1NG OUEST:ONS FOR YOURSELF :N THE LEFT-AA;;D COLUMN AND FOR IcUR DEPENDENTS
N THE R:GHT-HIANC COLUMN. IF YOUR ANSWER TC A QUESTION :S "NONE,' E.NTER THE NULMBER ZERO (0).1

15. Excluding overnight or ionger hospital stays, now many times during the past 30 days did iou visit te fol*owing tyoes

of doctors or otner medical Personnel, metner civilian or military, for treatment or examination?

YOU YOUR DEPENDENTS

GENERAL PRACTITIONER - 7IMES GENERAL PRACTITIONER __ TIMES

INTERNIST - TIMES INTERNIST __ TIMES

OBSTETRICIAN/GYNECOLOGIST - TIMES OBSTETRICIAN/GYNECOLOGIST -TIMES

DENTIST TIMES DENTIST -. TIMES

PSYCHIATRIST/PSYCHOLOGIST TIMES PSYCHIATRIST/PSYCHOLOGIST .. TIMES

SURGEON - TIMES SURGEON -TIMES

ORTHOPEDIST TIMES ORTHOPEDIST TIMES

OPHTHALMOLOGIST/OPTOMETRIST TIMES OPHTALMOLOGIST/OPTOMETRIST -TIMES

PHYSICIAN ASCISTANT/URSE PRACTITIONER - TIMES PHYSICIAN ASSISTANT/NURSE PRACTITIONER TIMES

PEDIATRICIAN .. TIMES

ANY OTHER MEDICAL PERSONNEL - TIMES ANY OTHER MEDICAL PERSONNEL __ T:MES

PLEASE SPECIFY PLEASE SPECIFY

WHERE APPROPRIATE, PLEASE C THE CORRECT ANSWER

7
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17. E cldil Over'iint or O-:e' -so--]l stys, now many times during the past 30 days were you treated or examined *,

ejcl of te ol owig 1nCs o f aT -es

YOU YOUR DEPENDENTS

MILITARY MEDICAL a)R DENTAL FAC:L:TY TIMES MILITARY MEDICAL CR OENTAL FACILITY TIMES

U.S. PUBL:C HEALTH SERVICE FACILITY _ T:MES U.S. PUBLIC HEALTH SERVICE FACILITY TIMES

VETERANS' HOSPITAL _ TIMES VETERANS' HOSPITAL 7TMES

CIVILIAN HOSPITAL TIMES CIVILIAN HOSPITAL - TIMES

CIVILIAN DOCTOR'S .3FFI E TIMES CIVILIAN DOCTOR'S OFFICE TIMES

CIVILIAN DENT!STS F7CE_ TIMES CIVILIAN DENTIST'S OFFICE TIMES

OTHER MTIES OTHER - TIMES

18. During the past /ear now iany days vere you hospitalized overnight or longer in the following types of facilities;

YOU YOUR DEPENDENTS

wIL2TARY C3PTAL __ DAYS MIL7TARY OSP1TAL DAYS

U.S. PUBLIC HEALTH SERVICE HOSP!TAL __ DAYS U.S. PUBLIC HEALTH SERVICE HOSPITAL - DAYS

VE7ERAtNS
' 

HOSPITAL ___ UYS VETERANS' HOSPITAL DAYS

C:V[L:AN HOSP1TAL _ AYS C1VILIAN HOSPITAL DAYS

2. COSTS AND T7: ,E

ANSWER --E FOLLOW[IG 7wREE QEST:D0NS .OR YOURSELF ',N THE LEFT-HANO COLUMN AND FOR YO'UR
DEPENDETS :4 THE RIGH--ANO :OL MN.

19. How long Joes it actjal;y take you to get fro your )ome to your usual source of .iedical treatrent or examination,
which may eitner be a joc:or, clinic, or nospital emergency room?

YOU __ MINUTES YOUR DEPENDENTS M INUTES

20. Except for emergencies and sick call, how many days do you usually have to wait, on the average, for an appointment?

YOU __ DAYS YOUR DEPENDENTS DAYS

21. When you have an appointnenz, how long do you have to wait, on the average, for medical treatment or examination
once you have arrived?

YOU MINUTES YOUR DEPENDENTS MINUTES

22. Approximately how much money did you spend in the past year for medical care, for yourself and for your dependents,

for which you were not reimoursed?

SO $100 S200 S300 $400 $500 $600 $700 S800 S900 51000 Silo S1200 $1300 $1OO $1500

$1600 $1700 $1800 S1900 S2000 IF MORE 7HAN S2,000, PLEASE SPECIFY

23. Approximately -low much mney did you spend in the past year for dental care, for yourself ind 'or your dependents,

for which you were not reimoursed?

50 5100 $200 S300 $400 S500 $600 $700 $800 $900 $1000 11OO $I200 $1300 $1400 V!500

$600 $1700 $1800 S13C0 $2000 IF MORE THAN 52,OCO, PLEASE SPECIFY

WHERE APPROPRIATE, !LEASE1 , E THE CORRECT ANSWER
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C-.,cNUER SATSFACO

.ANSWER HE OL ING UEST IONS 7OR 'OURSELF IN THE LEF-. AND " LY' -ND FR 'OUR CEPEN.E4TS
IN THE RIGHT-HAND CCLLN. ,HERE APPROPRIATE, PLEASE = 7iE CC'RRECT ,NS'ER.

"4. In general, now -ould you describe the qualty of 7eaical care that you and your depencents receijea in :ne oast

year from Uniformed Services Facilities or doctors!

YOU YOUR DEPENDEN7TS

EXCELLENT IERY GOOD GOOD FAIR POOR EXCELLENT VERY 3000 GOOD FA:R POOR

DID NOT RECEIVE ANY CARE NO OPINION DID NOT RECEIVE ANY CARE NO OPINION

25. In general, how 4ould you describe the quality of medical care that you and your dependents received in the past

year from civilian facilities or doctors?

YOU YOUR DEPENDENTS

EXCELLENT VERY GOOD GOOD FAIR POOR EXCELLENT VERY GOOD 3000 FAIR :OCR

DID NOT RECEIVE ANI CARE NO OPINION DID NOT RECEIVE ANY CARE NO OPINION

F, INSURANCE COVERAGE

,ANSWER THE FOLLOWING QUESTIONS FOR YOURSELF IN THE LEFT-HAND COLUMN AND FOR -OUR DEPENDE"TS
IN THE RiGHT-HAND COLUMN.

26. Not counting CHAMPUS, are you covered by any insurance or health care plan that oays any cart of ,ne costs of

doctors', dentists' or hospital services charges? (If applicable, you may :ircle 7re .!hn ore arswer.,

YOU YOUR DEPENDENTS

NO NO

YES, BY A PREPAIC GROUP PRACTICE YES, BY A PREPAID GROUP PRACTICE

YES, BY PRIVATE MEDICAL INSURANCE YES, BY PRIVATE MEDICAL INSURANCE

YES, BY ,ENTAL INSURANCE YES, BY DENTAL INSURANCE

YES, BY MEDICARE YES, BY MEDICARE

YES, BY MEDICAID OR OTHER STATE OR LOCAL PROGRAM YES, BY MEDICAID OR OTHER STATE OR LOCAL PROGRAM

YES, BY A SUPPLEMENTAL INSURANCE POLICY THAT YES, BY A SUPPLEMENTAL INSURANCE POL ICY THAT
COVERS CHARGES NOT C.OVERED BY CHMA4PUS COVERS CHARGES NOT COVERED BY CHAMPUS

YES, BY A SUPPLEMENTAL INSURANCE POLICY THAT YES, BY A SUPPLEMENTAL INSURACCE POL:CY THAT
COVERS CHARGES NOT COVERED BY MEDI.CARE COVERS CHARGES NOT COVERED BY MEDICARE

YES. BY (AN)OTHER PLAN(S) OR INSURANCE YES, BY (AN)OTHER PLAN(S) OR INSURANCE

27. If you have this additional coverage, why do you have it? (If applicable, you May circle mcre than one answer.)

YOU YOUR DEPENDENTS

NOT APPLICABLE NOT APPLICABLE

EMPLOYE1 OFFERS IT FREE OR AT VERY LOW CHARGE EMPLOYER OFFERS IT FREE OR AT VERY LOW CHARGE

QUALITY OF CARE IN FEDERAL HEALTH FACILITIES INADEQUATE QUALITY OF CARE IN FEDERAL HEALTH FACILITIES INADEQUATE

CERTAIN MEDICAL OR CENFAL SERVICES ARE UNAVAILABLE IN CERTAIN MEDICAL OR DENTAL SERVICES ARE UNAVAILABLE IN
FEDERAL HEALTH FACI:L..- FEDERAL HEALTH FACILITIES

HAVE REACHED AGE AT WHICH I AM COVERED BY MEDICARE HAVE REACHED AGE AT WHICH THEY ARE COVERED BY MEDICARE

ADDITIONAL COVERAGE NEEDED TO COVER EXPENSES ADDITIONAL COVERAGE NEEDED TO COVER EXPENSES

OTHER REASON. PLEASE SPECIFY OTHER REASON. PLEASE SPECIFY



G. HEALTH ATTITUDES

ANSWER UESTION 23 OP 'CURSELF LY

28. For each statement, answer whether you strongly agree, agree, disagree or strongly disagree.

(a) If you 4ait long enough you can get over alrost any disease witnout getting meoical aid.

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE

(b) Some home remedies are still better than prescribed drugs for curing illness.

STRONGLY AGREE AGREE DISAGREE STRONGLe DISAGREE

(c) A person understands his own health better than -nost joctors do.

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE

(d) Most doctors are -ire interested in their incomes than in naking sure everyone recei :es dequate -eoica: -are

STRONGLY ,GREE AGREE DISAGREE STRONGLU DISAGREE

'e) Modern medicine can cure almost any illness.

STRONGLY AGREE AGREE DISAGREE STRCNGLf 3SAGREE

(f) No matter how well a person follows his doctor's orders, he has to accept a good deal of illness n vi--s 'etise.

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE

IF YOU ARE LIVING WITH YOUR SPOUSE, PLEASE HAVE YOUR SPOUSE ANSWER 9' F, R
JHIMSELF/HERSELF ONLY. IF YOU ARE NOT LIV1NG ,41iTH YOUR SPOUSE, OR YOU YA'E 'NO SPOUSE,
'SKIP TO SECT:ON H.

Z9. For each statement, answer wnether you strongly agree, agree, disagree or strongly disagree.

(a) If you wait long enough you can get over almost any iisease without getting red.:a! id.

STRONGLY AGREE AGREE DISAGREE STRONGL' 'ISAGREE

(b) Some home remedies are still better than prescribed drugs for curing illness.

STRONGLf AGREE AGREE DISAGREE STRONGLY 2SAGREE

(c) A person understands his own nealth oetter tnan Tiost doctors do.

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE

(d) Most doctors are more interested in their inccTes than in making sure everyone receives adequate meical care.

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE

(e) Modern medicine can cure almost any illness.

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE

(f) No matter how well a person follows his doctor's orders, he has to accent a good deal of illness in nis lifetime.

STRONGLY AGREE AGREE DISAGREE STRONGLY DISAGREE

WHERE APPROPRIATE, PLEASE L tHE CORRECT ANSWER
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H. VALUE OF MIL'TARY HEALTH CARE

IN ORDER TO ASSESS THE 'ALuE 3F THE MILITARY HEALTH CARE BENEFIT, WE ARE PRESENT:G FOUR .-EALTH CARE OLAN;S :R

IOU TO COMPARE AND EVALUATE N OCLLARS. IT IS EXTREMELY [MPORTANT THAT YOU TAfE A ,TTLE EXTRA TME 7O READ AND TODER-

STAND EACH OF THESE PLANS AND TO ANSWER THE ACCOMPANY:NG QUESTIONS.

ON THE YELOW INSERT, YOU WILL FIND A CHART COMPARING THE FOUR 'LANS - 7HE CURRE T EALTH CARE 'LAN AND 7-E THREE

ALTERNATIVE PLANS. THE FRST PLAN (PLAN 'A") IS THE ONE CURRENTLY OFFERED BY ThE MILITARY; TUE OTHER THREE PLANS ARE 'JOT

CURRENTLY OFFERED BY THE MILITARY. IF YOU ARE ON ACTIVE OUTY, YOU ShOULD REMEMBER THAT THE QUESTIONS PRESUME THAT YOU

ARE, AND WOULD CONTINUE TO 3E. ELIGIBLE FOR CARE ONLY THROUGH UNIFORMED SERVICES FrC,,LITIES, ALTHOUGH YOUR DEPENDENTS AND

SURVIVORS WOULD BE ELIGIBLE FOR ALL FOUR PLANS. IF YOU ARE A RETIREE OR SURVIVOR, YOU AND YOUR DEPENDENTS WOULD BE

ELIGIBLE FOR ALL FOUR PLANS.

ROW "A" OF THE CHART DESCRIBES THE CURRENT HEALTH CARE SYSTEM - UNIFORMED SERVICES FACILTIES AND CY:AMPUS. UNDER

THIS PLAN YOU MAY RECEIVE NPATENT CARE THROUGH CHAMPUS ONLY WHEN THE SERVICE vOU ,ANT IS UNAVAILABLE FROM A JNIFCRME

SERVICES FACILITY. ROWS 'B" AND 'C" DESCRIBE 740 ALTERNATIVE ODLANS, BOTH BASED ON BLUE CROSS ?LANS. UNDER THESE PLANS,

YOU AND YOUR DEPENDENTS WOULD BE FREE TO SEEK CARE FROM ANY CIVILIAN SOURCE. ROW "0" OESCRIBES ANOTHER ALTERNAT:iVE LAN.

THIS PLAN IS A GROUP HEALTH CARE PLAN (ALSO KNOWN AS A PREPAID HEALTH MAINTENANCE ORGANIZAT2AI - HMO). UNDER IT, YOU

AND YOUR DEPENDENTS WOULD HAVE TO SEEK CARE THROUGH CERTA . DESIGNATED FAC:LITiEt AND PHYSICIANS.

ON THE YELLOW INSERT YOU WILL ALSO FIND SOME TYPICAL CHARGES FOR PRIVATE HEALTH CARE IN THE UNITED STATES. READ

THE MATERIAL ON THE YELLOW INSERT, THEN ANSWER THE QUESTIONS BELOW AND ON PAGE 7.

IN ANSWERING THE CUESTIONS BELOW, "OU SHOULD ASSLME THAT THE GDVERmaM'ENT WILL )4Y ANY 'REMIUMS 'OR ,EMBERSHIP
FEES) FO3R THE LtS.7 .F ,r-, . N -,V UT, ,O , -ULD ALSO 4SSUE7A GL CN:U O 'EI

CARE ONLY THROUGH JN:FCRPEC SERy --IcII S -S TP .%07S [1; -E; EF:TS 3. SC_SSE 3,E _0-4
TO YOUR DEPENDENTS. . IIU'IE RET:REE 'JR SURVIVOR, THE CHANGES DISCUSSED BELW OULD APPLY BOTH 71 1OU
AND TO YOUR DEPENDENTS.

30. If the Government .;ave you the option of selecting coverage under the current system or anyv of the three alternative
plans, wnicn plan would you ChOOSe? If this first choice were not available, which would ucnoeeon? Et.
Rank the four plans below in the order that you would choose them you plcn terletr n te serondiatpces

plan by placing their letters in the appropriate 5odcas
on the right.

A. UNIFORMED SERVICES FACILITIES AND CHAMPUS (CURRENT SYSTEM) FIRST CHOICE

B. BLUE CROSS-TYPE PLAN WITH COMPLETE DENTAL CARE SECOND CHOICE -

C. BLUE CROSS-TYPE PLAN THIRD CHOICE

0. GROUP HEALTH CARE PLAN (PREPAID HEALTH MAINTENANCE ORGANIZATION - W.1O) FOURTH CHOICE

31. If the Government changed your health care benefit from Uniformed Services Facilities and CHAMPUS (Plan A, the

C r nt System) to the Blue Cross-type Plan with Complete Dental Care (Plan B), would you be better off or worse off?
your choice, then follow tne arrows. Remember, you would not pay any premiums for either plan.

r BETTER OFF IORSE OFF

32. If better off, how much would you be willing to oay 32. If worse off, how much additional compensation 4ould
Der year to ;et the additional benefits that Plan B the Government have to Provide you per year to keep
gives you over Plan A? you as well off as you are now?

SO S250 S500 S750 lOOO $1250 SISO $1750 $0 $250 $500 $750 S100O 31250 $1500 31750

$2000 $2250 S2500 S2750 $3000 S3250 $3500 $2000 S2250 $2500 $2750 S3000 33250 33500

53750 S4000 $4250 34500 $4750 $5000 $3570 $4000 $4250 $4500 $4750 S5000

If more than S5000, specify If more than $5000, specify

WHERE APPROPRIATE, PLEASE THE CORRECT ANSWER



33. If the Government changed your health benefit from the Current System (Plin A) -o the Blue Cross-type Plan !Pla 2.n
would you be better off or worse off? Remember, you would not pay any premiums for either plan.

BETTER OFF 4ORSE OFF

34. If better off, how much would you be willing to pay 34. If worse off, how much additional compensation mould
per year to get the additional benefits that Plan C the Government have to provide you per year to ,eeD y :,
gives you over Plan A? as well off as you are now?

$0 $250 $500 $750 SI00 $1250 $1500 $1750 $0 $250 $500 $750 SIO00 31250 31500 S1750

$2000 $2250 $2500 $2750 $3000 $3250 $3500 $2000 S2250 32500 $2750 $3000 $3250 S3500

$3750 $4000 $4250 $4500 $4750 35000 $3750 $4000 $4250 $4500 34750 $5000

IF MORE THAN SSO00, SPECIFY IF MORE THAN $5000, SPECIFY

35. If the Government changed your health care benefit from the Current System (Plan A) to the Group Health Care Plan

(Plan D), would you be better off or worse off? Remember, you would not pay any premiums for either plan.

BETTER OFF WORSE OFF

36. If better off, how much would you be willing to pay 36. If worse off, how much additional compensation woull
per year to get the additional benefits that Plan 0 the Government have to provide you per year to 'eeo you
gives you over Plan A? as well off as you are now?

$0 $250 $500 $750 $1000 $1250 $1500 31750 $0 3250 $500 $750 SO00 J1250 51500 S1750

$2000 $2250 $2500 $2750 33000 $3250 33500 $2000 $2250 32500 $2750 $3000 33250 33500

$3750 $4000 34250 $4500 34750 $5000 $3750 $4000 $4250 S4750 S5000

IF MORE THAN $5000, SPECIFY IF MORE THAN $5000, SPECIFY

37. If all health care benefits were eliminated for dependents, retirees and survivors, how much additional compensation

would the Government have to provide you per year to keep you as well off as you are now?

SO $250 $500 $750 51000 S1250 S1500 31750 32000 $2250 32750 33000 $3250 $3750 34000 34250 34500

$4750 $5000 IF MORE THAN $5000, SPECIFY

38. Are there any other comments you wish to make about the Military Health Care System, the alternative plans presented
above, or any of the suojects identified in this survey?

WHERE APPROPRIATE, IRCLE THE CORRECT ANSWER



CO O P ER A N D CO M P A N Y CONSULTANTS TO MANAGEMENT

Dear Usr cf thie M2I'tary Health $,rvices System:

Approximately two weeks ago we mailed to you a survey for
completion, regarding the military health services system. We have
not as yet received a response from you. Your participation in this
study is vitally important, whether or not you currently receive
health care services from military health care facilities, U. S. pub-
lic health service facilities, VA hospitals, or through CHAMPUS.

Please take a few minutes of your time to complete the
survey. Your answers are extremely important in helping us to under-
stand your evaluation of the military health services system and
health care benefit and to recommend possible improvements.

Your replies will be absolutely confidential and only the
summary results, without names or identifiers, will be forwarded to
the Department of Defense.

We thank you in advance for your cooperation in this im-
portant study.

Sincerely,

Dr. Morris S. Whitcup
Management Scientist

MSW:rc COOPER AND COMPANY

11T MOV? STACW1 61rAN4WOR0. C0NNCCTICUT 06005 203 326-1579

--.-.-----.--- . ------ .-- - I--I



OFFICE OF THE ASSISTANT SECRETARY OF DEFENSE

WASHINGTON, D. C. 20301

HEALTH AFFAIRS

Dear User of the Military Health Services System:

You have been selected to participate in a
survey of a representative sample of beneficiaries of
the Military Health Services System. Your support of
this study will help the Department of Defense to make
decisions related to the medical benefits offered to
active duty personnel, retirees, dependents, and
survivors.

Your participation and thoughtful responses to the
enclosed questions will help us understand your views
on the military health care benefit. The replies will
be processed so that your individual response will be
absolutely confidential and only the summary results,
without names and identifiers, will be retained by
the Department of Defense.

Please try to complete every question. If you are
not sure of an answer, provide the best estimate you
can make. If for some reason you cannot or choose
not to answer a question, do not discard the question-
naire. Please complete the rest of it and return it
as soon as you are finished. Since some of the ques-
tions have to do with your dependents, you may want
to consult with them, and you are urged to do so.

Although this is a voluntary survey I would like
to personally request your cooperation since the
aggregate results are extremely important in helping
us understand your evaluation of the Military Health
Services System.

Sincerely,

John E.Mrphy
Colonel, USAF MSC

Director, Office of Planning & Policy Analysis

Enclosure
2 WEFKS AGO E/ MAILED A COPY OF THIS SURVEY TO

YOU. WE HAV=..:"T .,2¢E VED YOU:R RESPONSE YET. YOUR
ANSWEItn A.-. V .l '.,ORTANT TO i HI RESEARCH.

WON'T YCO Pi -. .. AKE A FEW / ... ... S TO COMPLETE
THE QIZT'CNNA.. :F YOU HAVEN'T ALREADY DONE SO?

6E.NA2D N. SAM RS, COOPER AND COMPANY
(203) 325-1575
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TITLE OF OFFICER RANKS

Army, Air Force
Grade Marines Navy

0-10 General Admiral

0-9 Lieutenant General Vice Admiral

0-8 Major General Rear Admiral

0-7 Brigadier General Rear Admiral

0-6 Colonel Captain

0-5 Lieutenant Colonel Commander

0-4 Major Lieutenant Commander

0-3 Captain Lieutenant

0-2 1st Lieutenant Lieutenant (JG)

0-1 2nd Lieutenant Ensign

All Services

W-4 Chief Warrant Officer

W-3 Chief Warrant Officer

W-2 Chief Warrant Officer

W-1 Warrant Officer
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